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Reported by F. G. Stuart, M.D. 


ongenital Dislocation of the Hip-Joint, 
An Opportunity for the General 
i ® Practitioner 

Alexander Gibson, F.R.C.S. (Eng.) 

The Problem 

“Congenital Dislocation of the Hip-Joint” is not 
:'ery common condition in this part of the world, 
t whenj it occurs, it is a source of much worry 
)C the parents, to the medical man whose duty it 
;o attend to the case, and to the patient her- (or 
«!-) self. In childhood it is associated with con- 
-erable disability and deformity. In middle-age 
= s frequently attended by pain in the back and 
degenerative changes in the.hip-joint involved. 
'\z condition used to be regarded as an un- 
tunate accident that occurred before birth; noth- 
was to be done about it in a hurry. Under an 
lesthetic a “closed reduction” was accomplished 
his were possible, and if not successful an “open 
..uction” was undertaken. The after-treatment 
kuded long periods of incarceration in plaster; 
final results were at times satisfactory, though 
y rarely gratifying. The longer these cases 
•e followed, through and beyond the adaptive 
hod of youth to the weightier days of middle 
theBess attractive the picture became. 

lt( A New Viewpoint 

Of recent years, a new viewpoint has emerged; 
nowBhink of these cases as “dysplasias”; in 
sr words the hip-joint consisting of acetabulum 
the head of the femur which lies in it is not 
te the exact mechanical contrivance that the 
mal hip ought to be. For one thing, the over- 
g of the socket is not quite sufficient to retain 
femoral head deeply and snugly embraced, 
wards its outer part the roof is sloping and so 
" head tends to be displaced outwards. This is 
Dtential dislocation and in the passage of time 
lay become an actual dislocation, the head of 
femur passing upwards and backwards. In 
case the mechanical forces playing on the 
aJ are altered, and the joint as a supporting and 
ntive mechanism becomes steadily less ef- 
mt. 

he Need for Early Recognition 

n the majority of cases, the condition of the 
^joinwis not noticed until the child begins to 
k, when the characteristic “waddle” makes the 


diagnosis obvious. If the conception of “dysplasia” 
is correct a precious year has been allowed to 
slip away unused. During this year the forces 
acting on the hip-joint might have been directed 
towards improvement instead of towards deteriora¬ 
tion. It is now universally accepted that bone is 
a plastic, “labile” tissue, and, especially in the 
earliest years, can be moulded by the action of 
muscles. This brings us then to the present-day 
aim in connection with the problem of “congenital 
hip,” to mould the bones gradually so that they 
form a joint which can function correctly. To at¬ 
tain this end, it is imperative that the deformity be 
recognized at the time of birth, and if not then, 
as soon afterwards as possible. One is justified in 
saying that it is the bounden duty of every man 
who presides at the birth of a child to carry out 
a simple observation which may arouse in his 
mind the suspicion of “dysplasia” or dispel it. 

The Test 

The child should be laid upon its back, hips 
and knees flexed so that the feet rest upon the 
table. The knees are then grasped and separated 
as widely as possible. This gives a rough measure 
of the degree of abduction possible at the hip- 
joint. If there is definite asymmetry the range 
being distinctly less on one side than on the other, 
the side of lesser abduction is under suspicion. 
There are other suggestive signs such as widening 
of the perineum, more numerous skin folds on the 
inner side of the upper thigh, but these are less 
trustworthy than the simple observation outlined 
above. 

Principle of Treatment 

The fact that abduction is diminished gives 
the keynote to the treatment. It consists in main¬ 
taining Abduction until the affected hip is normal 
or as nearly normal as possible. 

It is nearly twenty years since Putti put forward 
this thesis, yet appreciation of its importance has 
developed very slowly. This is mainly due to the 
fact that the disability has been recognized far 
too late after the golden opportunity of the first 
twelve months of life has passed, never to return. 
This time element was emphasized by Putti so 
thoroughly and the results of his teaching were so 
successful in Italy that the mothers frequently 
made the necessary observations and the diagnosis 
themselves. What is possible in Italy is surely 
possible in Canada. 
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Advantages 

If reposition to normal can be brought about 
without resort to anaesthesia and manipulation the 
benefits are very obvious. 

1. Many potential cases of dislocation are saved 
from becoming actual. 

2. No damage is done to the sensitive femoral 
head. 

3. There is no violent stretching of muscles. 

4. There is no need for hospital care. 

5. The cost of treatment is very much reduced. 

6. The efficiency of the hip-joint throughout life 
is vastly improved and the onset of osteo-arthritis 
in the hip or its complementary joint, the lumbar 
spine, is postponed or entirely avoided. 

Method of Treatment 

In treatment, Putti employed a wedge-shaped 
cushion between the lower limbs, and also a pair 
of hinged splints which admitted of progressive 
abduction. Since Putti’s time variations of the 
apparatus have been employed. One of the 
simplest and most attractive of these was shown 

S U R 


Edited by S. 


at the last meeting of the American Academy 
Orthopaedic Surgeons. It is known as the Frej 
splint. It consists essentially of a Kapok custj 
with a waterproof covering held in the perine 
by a harness of ordinary ticking so as to la 
the thighs abducted. This must be worn 24 ha 
per day for the first year. The great advanli 
of this apparatus is that there is no restriction 
movement at the hip itself except in the i 
direction of abduction. When the child is able 
walk it can do so and even run about with; 
splint in position. 

The Moral 

Plenty of evidence radiographic an< pictj 
is now available to indicate that this method 
treatment is superior to the older, moi ford 
methods. The key to the situation, however,; 
in early recognition. This key is in the cusli 
of every obstetrician. The observation deseril 
above is easy to make, occupies but a fe v seen 
of time, and can and ought to be made an ess 
tial part of the routine of post-natal ins echos 
the infant. 

G E R Y 

-j r— ag .a 

S. Peikoff, M.D. 


The Syndrome of Acute Renal 
Insufficiency 

Morris J. Furman, B.A., M.D., Ch.M. 

The syndrome of acute renal insufficiency fol¬ 
lowing surgical operation is one familiar to most 
surgeons. It is one of the tragedies in surgery 
that has hitherto been associated with a high 
mortality. It may occur following a variety of 
conditions, and has been known as, “lower nephron 
nephrosis,” “acute toxic nephrosis,” “anoxic 
nephrosis,” “hemoglobin nephrosis.” 

Acute renal damage with insufficiency is an 
entity not uncommonly seen following transur¬ 
ethral prostatic resection, intravascular hemolysis 
associated with transfusion reaction, “crush syn¬ 
drome,” sulfonamide sensitivity, poisons such as 
carbon tetrachloride, burns, and other toxic con¬ 
ditions in increasing frequency. Apparently a num¬ 
ber of factors may operate together to produce 
renal damage, the predominant one being shock 
resulting in renal vasoconstriction and renal 
ischaemia. The renal changes are very similar in all 
these conditions. Recently it has been recognized 
that this acute renal insufficiency is tubular in 
origin. 

The purpose of this communication is to pre¬ 
sent a short review of the pathological picture, 
clinical course, and recent trend in the treatment 
of this syndrome. 


Pathology 

An excellent study of the patholog of : 
condition was published by Lucke in 946. 
called the condition “lower nephron n phra 
Other investigators have added to our 1 -lowla 
during the past few years. The essenti 1 feat, 
is tubular destruction. Within the first 2 ho® 
the onset there is lipid degeneratioi of 
epithelium of Henle’s loop, with precip tatioi 
pigment casts in the distal and collectin tubii 
There is disagreement as to whether thi prec 
tation causes mechanical obstruction which [I 
duces the renal failure. The glomeru do I 
appear to suffer directly, although proteir mate 
may be seen in the capsular space. 

Usually by the fourth or fifth day, n> crosis 
the epithelium of the tubules has occur ed,« 
infiltration of lymphocytes about the tubules: 
vessels. At the same time, edema of the in: 
stitial tissues may appear. Rupture of th • tub: 
also occurs frequently. The basement membi 
of the tubules usually remains intact and evide 
of regeneration as well as of necrosis may bes 

The actual cause of the damage is not un: 
stood, although the similarity of the lesions! 
duced by toxic substances and shock has led L: 
to suggest that the cause of the renal insufficis 
is the same in all conditions. It is generally 
lieved that renal ischaemia is the precipito' 
factor. 
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,j I p e ,■:-ly Trueta has presented evidence of a 
r’ej double circulation in the kidney, apparently under 
ski the control of the autonomic nervous system; and 
that ; x stimulation of the splanchnic nerves 
ki can di the renal circulation from the cortical 
K gionle -uli to the medulla. Working with rabbits, 
U k 0 ha ; presented striking evidence that crushing 
it i n juri s. rapid hemorrhage, pitressin, and other 
stimuli could produce visible blanching of the outer 
le Itwo-th is of the cortex. The importance of the 
ischa* nia to the cortex is obvious, as it may prove 
to be common factor producing the renal dam¬ 
age. I hould be pointed out that Trueta’s work, 

I although excellent, was not too well controlled. 

Clinical Course 

I Th clinical course varies with the degree of 
renal haemia and with the management. We 
shall e refer to the anuria that develops post- 
opera rely. 

W a patient fails to pass urine, there is an 
imme te tendency to “order fluids” in an attempt 
to sti: ate the kidneys and get them to work. 
Often travenous therapy is continued too long 
and t( rigorously, and after a few days of this, 

I the p nt becomes edematous, develops pulmon¬ 
ary e ;a, congestive heart failure and dies. The 
error ses from the failure to recognize the fact 
that thr kidneys are severely damaged and are 
not al to excrete water no matter how much is 
perfi through the body. Therefore, all the ad- 
j mini? ed fluids collect in the body; there is 
| redisl hution of fluid and electrolytes dependent 
! upon he therapy administered, and the patient is 
literal / drowned. There is also considerable 
growing evidence that potassium which has been 
( lost i mm the cells, and cannot be excreted by the 
anurlc kidneys, results in potassium intoxication, 

' with actual alteration of cardiac function. 

It has become clear that regeneration of the 
renal tubules begins by the fifth day and is well 
advarv’ed by the eighth to twelfth days. If the 
patient can be tided over this critical period the 
chances of recovery are good. 

T1 clinical course may be divided into three 
phase according to Muirhead et al., as follows: 

Phase 1 — Shock 

Ti : is the phase frequently associated with 
hypotension or with circulatory failure. In cases 
due to incompatible blood transfusions it is the 
time of hemolysis. In operative cases there may 
be sh< k or collapse on the operating table which 
may or may not go unrecognized, or there may 
be an bscured blood reaction while anaesthetized, 
or shock may develop in the immediate post¬ 
operative period. This phase is usually short as 
measures are usually quickly taken to relieve the 
“shack" condition. 


Phase 2 — Renal Insufficiency 

In this phase, which often insidiously follows 
phase one, oliguria or anuria and azotemia are 
the chief manifestations. There may be little or 
no urine passed for days, paralleled by a rise in 
blood nonprotein nitrogen, accumulation of sul¬ 
phates and phosphates, and alteration of blood 
chloride and sodium. Small amounts of urine may 
be passed which may contain casts, red blood cells, 
degradation products of hemoglobin, or myoglobin. 
Acidosis is a prominent feature as evidenced by a 
low carbon-dioxide combining power. Moderate 
hypertension may be noted. The clinical picture 
varies depending upon the treatment. The patient 
may remain quite rational, or show evidence 
of azotemia such as muscular twitchings, convul¬ 
sions, and coma. The level of the blood non¬ 
protein nitrogen does not seem to influence the 
outcome, because many patients with high levels 
recover, whereas many with low levels succumb. 

Most patients who die do so during this phase, 
but the cause of death is not apparent in all cases. 
Mention should be made of the hepatic necrosis 
which may occur, this being central in type. The 
possible lethal effect of accumulated potassium has 
been mentioned above. Further, many of these 
cases show pulmonary edema and evidence of heart 
failure. It has been shown that the death may 
be often due to “water intoxication,” due to exces¬ 
sive fluid therapy. In many instances the cause 
of death is unknown. 

Phase 3 — Diuresis 

This diuretic phase corresponds to the time 
when the kidneys are beginning to recover and 
are beginning to excrete waste materials. The 
diuresis usually tends to be copious when once 
initiated, and considerable salt may be lost dur¬ 
ing this phase. Subsequently, there occurs a 
redistribution of intracellular fluid, extracellular 
fluid, and electrolytes. Usually the specific gravity 
of the urine remains low for a considerable period 
of time, but gradually the kidney function returns 
to normal. 

Treatment 

It is now believed that man may live from 
one to three weeks after complete shutdown of 
renal function. Therefore the present treatment is 
directed at maintaining body function until such 
time as the kidneys can recover from their dam¬ 
aged condition. 

Many varied artificial procedures for clearing 
waste products from the body have been devised 
and used, among which are peritoneal irrigation, 
artificial kidneys, gastric and intestinal lavage. 
Most reports that appear in the literature tend 
to be “favorable.” There is no doubt that many 
of these methods can remove considerable amounts 
of waste products, but their use is necessarily re- 
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stricted to institutions which are equipped to 
handle them. Other attempted treatments are, 
splanchnic block, spinal anaesthesia, massive intra¬ 
venous administration of saline or lactate solutions. 
The procedure of renal capsulotomy, or renal de¬ 
capsulation appears to be falling out of favor. 

The literature abounds with all these various 
types of treatment. However, the evidence at the 
present time indicates that the so-called “conserva¬ 
tive” treatment of lower nephron nephrosis offers 
the best chance of substantially reducing the mor¬ 
tality. 

This “conservative” regime has been described 
by Muirhead, Thorn, and others and consists of 
well-timed rational physiological replacement of 
body fluids according to the clinical phase, and 
maintaining the vital processes until the kidneys 
recover. 

Phase 1—The shock or dehydration is initially 
treated with whole blood or plasma. Usually this 
phase is quite short and care must be taken in the 
timing of the administration of fluids. During 
this period renal ischaemia is present, and, there¬ 
fore renal blood flow and renal function are 
reduced. 

Phase 2—This is the phase of renal insufficiency 
when the urine output is noted to be small or com¬ 
pletely absent. In the face of a steadily rising 
blood nonprotein nitrogen and evidence of azotemia 
the natural tendency appears to be the administra¬ 
tion of large volumes of fluid in order to produce 
urinary secretion. The realization that the kid¬ 
neys are damaged and are unable to rid the 
body of wastes is imperative if the mortality of 
this condition is to be lowered. The purpose of 
all treatment is to tide the patient over this critical 
period until the kidneys recover their function. 

A knowledge of basic fluid and electrolyte bal¬ 
ance is necessary to accurately and intelligently 
interpret the progress of the case. It is estimated 
that there is an insensible loss of approximately 
1000-1500 c.c. of water per day from the'skin and 
respiratory tract. In a patient with anuria, this 
amount can tentatively be assumed to be the quan¬ 
tity of fluid to be replaced, plus all that is lost 
through vomiting or gastric siphonage. It can be 
seen that careful and accurate records of the 
amount of fluid lost should be kept. Treatment 
then should consist of the administration of only 
that fluid lost so that the fluid-electrolyte balance 
is preserved. If salt is given it will accumulate in 
the extracellular fluid reservoir, thereby increasing 
the osmotic pressure and leading to cellular dehy¬ 
dration. At the same time, there will continue to 
be loss of electrolyte-free fluid from the skin and 
lungs. Obviously, if the patient is sweating heavily, 
or if fever is present the insensible loss of water is 
increased, and therefore the fluid replacement 
should be proportionate. 


[April, lj| 


If no food is taken, catabolic processes in; I 
body will continue, with the breakdown of j I 
and proteins, resulting in the production of keti E 
bodies and nitrogenous waste products. Moreoq I 
there is good evidence that the potassium • c 
leave the cells, and because they cannot I 
excreted by the kidneys, slowly accumulate ini I 1 
plasma until dangerous or fatal levels a reach I 1 

If 100 gm. of glucose are given daily, it has be l c 
shown that ketosis is prevented, and proMnbrejB 
down reduced to almost half. At the same tin® 
if necessary, the acidosis may be combat* -d inpK 
by the administration of alkali. In the presej 
of shock or liver damage sodium bica bonateB 
preferable to sodium lactate (M/6) be muse ■ 
latter may not be split by the damaged liver. I 

Since the interstitial fluid (extracel: lar) ill 
plasma have identical chemical composit n exil 
for protein content, it can be seen that frequB 
estimations of plasma chlorides and plasma soil a 
levels will give a fairly accurate pictu.e of I c 
state of the electrolytes in the tissues. T us if 1 1 
levels drop, sufficient sodium chloride may 11 
given to restore the desired levels. Us ally | c 
found that if only distilled water, plu 100 ;j t 
glucose to replace the water loss, is gi en i;| t 
the electrolytes in the tissues are kept f irlyc f 
stant. r 

The occurrence of edema which may le rc-H 
nized by an increase in body weight, signs 1t 
pulmonary edema, or pitting on pressu sh c 
be carefully looked for; and if found, uid d c 
salt intake should be restricted. t 

Phase 3—This is the phase of diures If : [ 
above conservative routine is followed, spc utanaB 
diuresis usually appears about the seconc or till 
week, depending upon the severity of th kidfl 
damage. Once again careful attention must [I 
paid to fluid and electrolyte balance. Often 11 
diuresis may consist of 4000-6000 cc. of urine oil ] 
specific gravity with a substantial loss of sj ^ 
Therefore, large amounts of salt and w er r| j 
be required to maintain satisfactory flu eqJ 
brium. The exact amounts can be estii atedI 
close examination of the patient, and b can p 
examination of plasma sodium and chloride let I 
as well as accurate record of fluid loss, mdeqs I* 
replacement therapy is very important beca I., 
the patient may develop severe hypochlorc mia| 1 
hyponatremia with dehydration within a v rysBt 
interval. 

c 

In conclusion, it will be seen that wi'hsoaj 
physiological and biochemical application of tC]f 
fluid and electrolyte knowledge much can be«B| 
for those patients who develop this very com® 
syndrome of acute renal insufficiency. Early reel ; £ 
nition of the condition with conservati m ml 
appear to substantially lower the mortality 
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Summary and Conclusions 


physiological and biochemical principles in fluid 


1 ,,, syndrome of lower nephron nephrosis is 

brief! iscussed with reference to current theories 
of eti ■ pathology, and clinical course. 

2. seen that, although artificial methods of 
remo- waste products from the body may be 
usefu conservative” approach should be taken. 

3 , itment is discussed according to the phase 


and electrolyte balance are necessary. 
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Acute Non-Specific Mesenteric Lymphadenitis 


Alan A. Klass. B.A.. M.D., F.R.C.S. (Edin.) F.R.C.S. (C.) 


Cc red to the frequency of its occurrence, 
acute i-specific mesenteric lymphadenitis re¬ 
ceive ant treatment in current student text¬ 
book; \n impression, gained from general hos¬ 
pital ctice, is that approximately one-third of 
cases rated upon for “acute appendicitis” prove 
to be ot acute appendicitis,” and one is led to 
the f’ ier impression that within the age group 
from o 20, acute mesenteric lymphadenitis is 
nearl ; common as acute appendicitis. 

Ir te of this a review of some current text¬ 
book; eveals almost complete neglect of this 
clinic ntity. Price’s Text-Book of the Practice 
of Me ine (1947) makes no mention of this condi¬ 
tion e er in the general section under diseases of 
lymp] glands or in the section devoted to the 
diagr ; of acute appendicitis. Babcock’s Prin¬ 
ciple; nd Practice of Surgery (1946) devotes one 
sente c to this subject on page 1,000 and ignores 
it in t lifferentisl diagnosis of acute appendicitis. 
Rom t ' is and Mitchiner Text Book of Surgery 
(1948 likewise devotes a single sentence to this 
iiagr =is. Thomson and Miles Manual of Surgery 
(1939 does not deal with this condition. Nor are 
text books for senior students more descriptive. 
Main; it “Post Graduate Surgery (1936)” devotes 
io sp :e to acute mesenteric lymphadenitis. 

Ai ong current texts the only nearly adequate 
:reat|rent accorded this subject is in Mitchell & 
Melso Text-book of Paediatrics” (1947) where 
t is Described in three-quarters of a page. 

T1 re are several possible reasons for this atti¬ 
tude, iiit the important one is that the diagnosis 
if acnii non-specific mesenteric lymphadenitis 
reqikntly becomes apparent only after a “mis¬ 
taken diagnosis of acute appendicitis has led to 
iperakon. Often the “mistake” is carried into 
statist ;al records on a post-operative diagnosis 
if “sub- acute appendicitis.” 

Rep mtpd from the “University of Manitoba Medical 
Jouni. XX, 59, 1948. 


Clinical Picture 

A more or less typical case record is as follows: 

A child age seven wakens at night complain¬ 
ing of abdominal pain, and, within an hour or two 
—sometimes sooner—vomits. The doctor is called; 
he finds a rather ill-looking child—although not 
seriously so. The temperature is 101 3/5° F. and 
the pulse is 120. The tongue is slightly furred and 
the pharyngeal mucosa somewhat congested. The 
child lies with knees drawn up. Abdominal exami¬ 
nation reveals active peristaltic sounds on ausculta¬ 
tion—and the abdominal musculature moves with 
respiration. Palpation indicates a resistant rather 
than rigid abdominal wall and the child does not 
resent palpation unless deep palpation is practiced. 
It is significant that this resentment of deep pal¬ 
pation does not occur until the posterior abdomi¬ 
nal wall is approached by the palpating fingers, 
and is present in both lower quadrants but more 
consistently in the right lower quadrant. It is 
even more significant of acute mesenteric lym¬ 
phadenitis if this deep tenderness varies in exact 
location—from examination to examination. Rectal 
examination aside from revealing no evidence of 
a mass is uninformative. Examination of the urine 
gives normal chemical and microscopic findings. 
The leucocyte count is 14,500 and 75% of these are 
polymorphonuclear cells. There is nothing found 
in examination of the chest to account for the fever 
and an X-ray of the chest is normal. 

At operation there is a small increase in the 
amount of peritoneal fluid. The visceral peri¬ 
toneum about the ileo-caecal region shows vaso¬ 
dilation of the capillaries and this is also evident 
in the peritoneum covering the appendix. There 
is no Meckel’s diverticulum. The lymph nodes be¬ 
tween the leaves and at the base of the mesentery 
of the small bowel—particularly in the distal ileal 
region—are easily palpable due to size and firm¬ 
ness. They are reddish pink in color and vary 
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from % to 3 cm. in size. The peritoneum covering 
the lymph nodes shows dilated capillaries—some 
of which have burst giving pin point areas of sub- 
serosal haemorrhage. 

This is a case of acute non-specific mesenteric 
lymphadenitis. The appendix is removed “en pas¬ 
sant” and the child makes an uneventful post¬ 
operative recovery. 

In short, the clinical picture is that of an 
atypical acute appendicitis. There are, however, 
in some cases significant points of difference. 

Incidence 

Acute mesenteric lymphadenitis occurs in either 
sex, but its age distribution is sharply limited to 
those under 20. Although cases are met with be¬ 
tween 20 and 30 these are so excessively rare that 
the diagnosis should not be entertained beyond 
the age of 20. 

Pain 

The pain is generalized and the child draws a 
wide circle with its hand, about the umbilicus, to 
indicate its maximal intensity. Rarely the pain 
will be localized to the right lower quadrant but 
not with any assurance and never sharply to a 
point in the right lower quadrant. 

Vomiting 

If vomiting occurs in mesenteric lymphadenitis 
it is usually earlier in onset than in acute appendi¬ 
citis and frequently is synchronous with the onset 
of pain. Not infrequently the parent will volun¬ 
teer the information that the child has had in the 
preceding two or three years several episodes of 
vomiting or “bilious attacks” which are attributed 
to food indiscretion. 

Temperature and Pulse 

The fever exhibited by the child varies about 
as much as the fever in acute appendicitis and 
ranges between normal to 103° F. There is a con¬ 
comitant rise in pulse rate. It is significant that 
the pulse in mesenteric lymphadenitis is never 
slow as is occasionally seen in the early stages of 
the obstructive type of appendicitis. 

Blood Examination 

The leucocyte count is almost invariably raised 
and varies from about ten to eighteen thousand. 
There is nothing in the early total count nor in the 
differential count (which shows an increase in 
polymorphonuclears) to distinguish acute appendi¬ 
citis. 

Tone of Anterior Abdominal Wall 

The restricted muscle rigidity of an acute ap¬ 
pendicitis and the wider rigidity of a spreading 
peritonitis from a perforated appendix are never 
exhibited by the child with mesenteric lympha¬ 
denitis. There is, however, a muscular resistance 
voluntary in type. If the child’s attention is 
diverted the resistance will be felt to disappear. 
This never occurs with acute appendicitis. 


Tenderness 

The child usually does not complain of tenth 
ness unless fairly firm palpation is practiced a> 
the palpating fingers approach the posterior; 
dominal wall. This type of tenderness is j 
quently present in the left lower quadrant as ® 
as in the right, but not persistently so. At j 
attempt the child will resent efforts at deep pah 
tion on the left side, while a second attempt 
few moments later will be tolerated, only to 
succeeded by resentment at a third attempt wit! 
a few minutes. Tenderness on deep palpation 
more consistently present in the right lov er qm 
rant but points of maximal tenderness r nay sh 
an inch or so on successive attempts. 

Discussion 

The single important condition that must 
differentiated from acute mesenteric lymp.iadetr 
is acute suppurative appendicitis. Unfc tunati 
in all cases this is not easy and in man cases 
is frankly impossible without seeing the ppeni 
at operation. The difficulty is due in p; tto; 
age of the patient; in part to the anatomical J 
pathological proximity of the two conditl ms. I 

Children, even at their best, localiz neittl 
their pain nor their tenderness with an reliai I 
degree of anatomical accuracy. 

Alterations in local muscle tone, te derne I 
and pain, are the three main props up' i whil 
an early diagnosis of acute suppurative apper: I 
citis can be built. The main group of lymph noil 
affected in acute mesenteric lymphadeni Is lie I 
such close relationship to the appendix—. peciil 
in the smaller peritoneal cavity of a ch ld-tl 
exact differentiation based on the location oi l 
pain and tenderness is often impossible. o ail 
true muscular rigidity, when diagnosis is a dot! 
is to court disaster. Muscular rigidity ir icateel 
comparatively late stage in the spread o inffel 
mation of acute appendicitis; the stage of lofl 
peritonitis involving the peritoneal covering of ! 
appendix or adjacent peritoneal layers. 

Nor is there any real difference in the me* 
nism of early pain in the two conditions. In 1:1 
appendicitis and in acute mesenteric lymphadeni! 
pain is probably due to stimulation of afferent n 
fibres in the adjacent sub-peritoneal layers cat* 
by the oedema and tension of inflammation, ll 
proximity of the lower ileal lymph node to! 
appendix makes accurate distinction based on! 
of pain difficult and in some cases impossible, si! 
the same spinal cord segments are involved! 
either case. 

Course of the Disease 

It is safe to say that no child dies of a! 
mesenteric lymphadenitis. The natural co! 
of the disease is for the abdominal pain :• 
vomiting to diminish after the first 12 to 18 ho® 
and to disappear within 48 or 72 hours. Ini 







typie; icute appendicitis there is a more gradual 
progi ion of symptoms and signs and these tend 

to bt ie progressively worse in the first 48 to 

72 he Thus if a curve (Fig. 1) were drawn 
to ir le general symptomatology and natural 
cours he curve of appendicitis would be a pro- 
rise from zero hour to 72 hours; that of 
acute senteric lymphadenitis a steep rise from 
zerolhour to 18 hours followed by a gradual de¬ 
cline "2 hours. 
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(2) Many hold that this is a primary disease 
of lymphoid tissue of unknown and perhaps vary¬ 
ing aetiology. The frequency with which this 
disease is associated with a surge in the general 
incidence of acute respiratory infections and its 
frequent association in the one patient with other 
evidence of disease of lymphoid tissue, such as 
tonsillitis pharyngitis, tracheobronchitis and en¬ 
larged cervical lymph glands, has been noted by 
many observers (Vuori 1945; Baker and James 
1946; Aird 1945; Coleman 1946). Dr. Paul Green 
in a personal communication has mentioned the 
possibility that this condition may be an acute ab¬ 
dominal manifestation of Infectious Mononucleosis 
and that the typical haematclogical findings do not 
occur until some time following subsidence of the 
acute phase. Up to the present there has been no 
series reported in which blood studies have been 
continued for a sufficiently long period to either 
prove or disprove this interesting hypothesis. 

(3) Lastly the opinion should be mentioned that 
this condition arises secondarily from chronic or 
recurrent infection of the appendix. There is little 


HOURS 

I acute suppurative Appendicitis 

_ acute Mesevrer'ic Lymphadenitis 

Fig. 1 itural Course of Acute Suppurative Appendicitis 
and of Acute Mesenteric Lymphadenitis 

Ir mesenteric lymphadenitis there may be a 
pers: nt low fever from 99° F to 101° F lasting 
for a - eek or 10 days; but the child feels well 
durii this period of pyrexia and dislikes being 
kept i:>ed. All trace of the condition completely 
subs; ‘s within two weeks. Repeated attacks are 
noth equent and the interval between the attacks 
is sir iionths or more. 

Aetiology 

T; aetiology of acute non-specific mesenteric 
lymp idenitis is not known. Three possible causes 
cani Ire considered. 

(i For many years, especially in Europe, the 
condi on was thought to be a manifestation of 
abdoi. mal tuberculosis and many of these patients 
carried the label of “tuberculous glands.” There 
is nc evidence to support this view and some re¬ 
liable observations to dispute it. Microscopic sec¬ 
tions of such glands as have been removed at 
opera on do not show either the organism or the 
chars eristic tubercle of tuberculosis. Guinea pig 
inoci; dions of emulsions made from these glands 
gave negative results for tuberculosis. The von 
Pirquet test was positive in 22% of an observed 
series of mesenteric lymphadenitis, whereas the 
figure was 24% for the healthy elementary school 
pupiis of the same age distribution and from the 
same neighbourhood (Vuori 1945). Furthermore, 
the natural course of this illness does not at all 
parallel the known natural course of proven tuber¬ 
culous disease affecting lymph nodes. 


to support this view other than the observation 
that occasionally appendicectomy has been fol¬ 
lowed by permanent cessation of this disease in 
children w r ho had been previously subject to re¬ 
peated attacks. The relative frequency of this 
disease in children with and without appendices 
would make an interesting statistical study. 

Pathology 

The nodes on microscopic section show no 
specific pathology beyond that of acute inflamma¬ 
tion. The adjacent peritoneal covering shows 
dilated capillaries with areas of haemorrhage. 
Neither tubercles nor necrosis are observed in the 
nodes. Oedema and sinus catarrh is the general 
finding with some proliferation of the reticulum 
and connective tissue. 

Out of a series of 62 separate cases where bac¬ 
teriological culture of the glands was performed, 
48 were sterile and 14 gave a growth of B. Coli 
(Vuori 1945). B. Coli is so frequently found in 
cultures of “normal” abdominal lymph nodes-— 
especially in the caecal region—that no valid con¬ 
clusion affecting the aetiology of acute mesenteric 
lymphadenitis can be drawn from this observation. 

Treatment 

There is a distinct cleavage in opinion respect¬ 
ing treatment. 

The majority holds the view that acute mesen¬ 
teric adenitis is a manifestation of a diffuse lym¬ 
phoid tissue disease and believes that treatment 
should be symptomatic and certainly non-operative 
(Aird 1945; Baker and James 1946; Coleman 1946). 

On the other hand the minority opinion is that 
the appendix is the source of infection of the 
mesenteric lymph glands, and that the logical 
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treatment is appendicectomy (Vuori 1945; Reader 
1945; Steele 1945). 

From the practical point of view the cases will 
fall into two main groups. 

Group I. Those patients in whom the diagnosis 
of acute mesenteric lymphadenitis can be made 
with complete confidence. Perhaps this is better 
stated by saying, those in whom acute suppurative 
appendicitis can be ruled out with absolute assur¬ 
ance. These do not demand operation. 

Group II. Those in whom (while acute mesen¬ 
teric lymphadenitis is suspected), acute suppura¬ 
tive appendicitis can not be absolutely ruled out 
without actually examining the appendix at opera¬ 
tion. 

The physician’s experience will in time tend to 
increase the proportion of cases that fall into the 
first group with a consequent diminution of cases 
coming to operation. But it is strongly urged that 
one should, in this instance at least, be forthright 
about one’s doubts. “It would seem to be the 
better policy to recommend operation whenever the 
diagnosis is in doubt; since the danger of operation 
in mesenteric adenitis is infinitely less than the 
danger of rupture in an inflamed appendix” 
(Mitchell and Nelson 1947). 

It should be added that in all doubtful cases the 
possibility of an acute respiratory infection as a 
possible cause of the abdominal symptoms, or as 
an associated condition be ruled out before opera¬ 
tion is advised. 

In order that a more accurate statistical record 
be available as to the true frequency of this clinical 


entity, all cases that come to operation in whi 
the appendix is not frankly inflamed and in win 
there is clear evidence of enlarged inflamed mese 
teric lymph nodes, should be put down in hospi; 
records as acute non specific Mesenteric Lympl 
denitis and not as “Subacute Appendicitis.” 

Summary 

(1) Acute non specific Mesenteric Lymphadt 
itis is a definite clinical entity producing s. mptc 
that sometimes mimic acute appendicitis. 

(2) Its natural course leads invariably to re 
lution with subsidence of symptoms. 

(3) Aetiology is unknown. 

(4) Treatment is conservative when a defini 
diagnosis can be made; operative when doubt ext 
as to the possibility of acute appendicihs bei 
the responsible factor. 
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General Practitioners 


N. H. S. 

British Medical Journal, Nov. 13, 1948 

No one expected that such a vast scheme as 
that outlined in the National Health Service Act 
of 1946 would begin in a way that would please 
everybody—least of all those upon whom the main 
burden of the work falls, the medical men and 
women of this country. The situation is still too 
confused to give anything like a clear picture of 
what is happening, but perhaps the most note¬ 
worthy fact is the eagerness with which the public 
has sought to take advantage of a service which, in 
effect, guarantees the supply, free of direct charge, 
of everything from wigs to iron lungs. There has 
been an overwhelming demand for spectacles and 
dentures, and a run on the chemist shops so fast 
at times as almost to exhaust the supplies of cer¬ 
tain pharmaceutical products. Presumably in time 
the novelty will wear off and the demand for such 
things as spectacles will decrease as the numbers 
of those apparently needing them diminish. This 
rush of the public for remedies and appliances has 


put an acute strain upon the medical profess* 
especially those in general practice. vide* 
comes in from all over the country that doct: 
surgeries are crowded out, and the doctors the 
selves deplore that this heavy pressure of wi 
has made it at times impossible for then’ to f 
their patients adequate care and attention It 4 
demand for the doctor’s time continues at 
present level we can foresee that in the event oil 
epidemic in the winter the life of the general p* 
titioner in particular will become intolerable. 
fact that there has been this huge demand | 
remedies, appliances, and medical advice m 
indeed, be held to indicate that the economic ci 
sequences of ill health discouraged many it 
seeking assistance before July of this year, althoi 
the Minister of Health himself has felt oblij 
to urge the public to use the new Service « 
prudence and discretion. It would seem that * 
idea of getting something apparently for not* 
has led some members of the public cheerful™ 
act in an irresponsible way and to disregard! 
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cosl w! ich the country as a whole will eventually 
have to meet. For the first three months of the 
Serv he national bill for eye-testing and spec¬ 
tacle s £981.951; for drugs, £1,905,447; and for 
dent (including dentures), £1,232,057; these 
do not include the cost of treatment and 
appl' l S provided through the hospital service. 

If dical men and women are to continue to 
give heir best the country at large must act in 
a me i -sponsible manner and not create circum- 
stan< which will exhaust the profession and 
incici lly discourage those who may be contem¬ 
plate taking up Medicine as a career. Although 
no p' figures can yet be given, it seems that a 
largi oportion of those who might well have 
beer i-ected to pay direct for their medical 
treat nt have, in fact, asked to be cared for under 
the I onal Health Service scheme. There has 
been iuch sharper fall in private practice, spe¬ 
cials nd general, than was expected by the pro¬ 
fess! This is probably a reflection of the hard 
econ c times in which we live, in conditions 
whic 11 with particular severity on the profes¬ 
sion; lasses. 

0 orrespondence columns show that general 
praci -ners from all parts of the country are 
critic of many aspects of the Service and are 
espec !y apprehensive about their economic posi¬ 
tion. is not yet possible to assess the volume 
of d intent or to measure the extent of the 
econ c distress. The Secretary of the B.M.A., 
in a ter to all practitioners (published in the 
Supp ment of Oct. 23), gave a careful analysis 
of th factors which enter into the general prac- 
titioi s income, and recorded the fact that the 
total ailable income for general practitioners is 
now ihe region of £45,000,000, as against £28,000,- 
000 t iat was earned in 1938. In an industrial 
coun such as Britain the majority of general 
prac; ioners will receive the greater part of their 
incor from what were formerly described as 
“par patients.” So, given the number which any 
oner! tor may have on his list, it would seem fair 
to at .me that the general practitioner in the big 
indu: ial area should be earning not less than he 
did b -fore July of this year; but he is having to 
work very much harder for it, and in conditions 
whicl he deplores as unsuitable for the practice of 
g'od medicine. The position of general practi¬ 
tioner; in rural and semi-rural areas is, however, 
diffei nt although it will not be possible accurately 
to as -ss their economic position until mileage and 
speci; inducement moneys have been paid out. 
Typo raphical factors alone make it quite impos¬ 
sible or doctors in this type of practice to secure 
an equivalent income if all those in their district 
decide to take advantage of the National Health 
Servi ;. The economic position of medical men 
and*vomen in such areas is causing concern, and 


is a matter which the B.M.A. is taking up with a 
full sense of the urgency of the problem. It is im¬ 
perative that men in established practices with 
families to educate and all the other numerous 
commitments which a doctor has to enter into 
should not suffer, and we believe, too, that public 
opinion fully informed of the situation would 
forcibly assert itself against economic injustice 
even though this may have been endured by a 
relatively small percentage of practising doctors. 
The Remuneration Sub-committee of the Insurance 
Acts Committee had before it on Oct. 28 an amount 
of evidence in which it is to assert the economic 
case of the medical profession. This can be asserted 
with all the more force in that the medical pro¬ 
fession in May of this year decided to do its best 
to make the National Health Service a success. 
This it has done at the cost of much time and 
labour, and the country’s sense of fair play, we 
may be sure, will be behind the medical profes¬ 
sion’s attempt to secure equitable treatment. 

Among the points that have come out in our 
correspondence columns are the proposals that the 
capitation fee should be increased and fixed, that 
separate funds should be established for mileage 
and basic salary, and that there should be a reduc¬ 
tion in the numbers of persons any one practitioner 
should have on his list. Another point is that the 
maximum of £400,000 for special inducement pay¬ 
ments should be reconsidered. It is well to recall 
that the Government gave general approval to the 
Spens Report on the Remuneration of General 
Practitioners. In terms of the 1939 value of money, 
it may be remembered, the Spens Report recom¬ 
mended that between the ages of 40 and 50 approxi¬ 
mately 50% of general practitioners should re¬ 
ceive net incomes of £1,300 a year or over, that 75% 
should receive net incomes over £1,000 a year, that 
approximately 25% should receive net incomes of 
£1,600, that less than 10% should receive a net 
income of £2,000, and that it should be possible for 
a small proportion to receive net incomes of at 
least £2,500. These figures, it may be emphasized, 
are net figures and in terms of the 1939 value of 
money. The medical profession is at the moment 
doing its job in extremely difficult circumstances, 
and it is up to the Government to meet promptly 
the causes of discontent which now prevail. 

Memorandum for the General Council 

Extracts from the Supplement to the British 
Medical Journal, Saturday, November 27, 1948, 
taken from the Report of the Secretary, Dr. Chas. 
Hill, dealing with the New Health Service. 

The defects of the Service are now becoming 
apparent. In general practice, with which this 

'Spens was Chairman of a committee which m'-de an 
exhaustive inquiry into the economies of national health 
insurance and recommended a basis of remuneration 
applicable both to national health insurance and the new 
national health service. 
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report deals, evidence is accumulating that the 
burden of work, particularly paper work, has 
greatly increased; that in many cases income has 
gone down; that private practice is much less than 
was anticipated and in many areas has virtually 
disappeared; that there are doubts abroad whether 
the t Spens Committee’s recommendations are 
being fully applied; that the basic salary arrange¬ 
ments are being resented by some and disliked by 
many. 

The ratio of visits to consultations is tending 
to rise and multiple consultations (mother comes 
not alone but with a complete family!) are becom¬ 
ing more frequent. While it is possible that some 
of this increase is temporary, arising out of the 
desire to use the service merely because it is free, 
there is good reason to believe that much of it has 
come to stay. At the present rate of work, prac¬ 
titioners with less than the maximum number of 
permitted patients are finding themselves more 
than fully occupied. Inevitably the question arises 
in the minds of some, should a reduction in the 
permitted maximum be sought on the ground that 
such is the amount of work involved that the care 
of 4,000 persons cannot be undertaken without 
risk to health and so to efficiency. 

It was perhaps inevitable that there should be 
growing pains in a new service of such immensity. 
The pains are worse than we anticipated and the 
General Medical Services Committee will not be 
satisfied until general practitioners in all areas, 
urban and rural, are enjoying a square deal under 
the new service. 

One element in the increased paper work is, of 
course, certification. 

The basic salary problem is agitating the minds 
of many. 

In the same Journal, under the heading “Heard 
at Headquarters,” is the following paragraph: 

Stories of heavy increases in the volume of work 
are hoard on every side. Some people at the be¬ 
ginning were rather sceptical about it. How was 
it possible for the mere passing of an Act of Parlia¬ 
ment to increase the incidence of sickness? But 
that view overlooked the resilience—is that the 
word?—of human nature. It was perhaps not fore¬ 
seen that many people would make a visit to the 
surgery a weekly habit, perhaps undertaken on 
their way to the cinema. Then there are the hosts 
of patients who, having had their immediate ills 
attended to, say, “While I’m here, Doctor, will you 
. . .?” The most useful medical tool, said one mem¬ 
ber of the I.A.C. at its recent meeting, is now a 
ball-pointed pen. The most important person in 
the practice is the young lady who steers patients 
between the waiting-room and the consulting- 
room. This member said that it was no longer a 
question at a medical examination as between the 
shirt on and the shirt off; it was a question of the 
overcoat on or the overcoat off. The ordinary 



cold has become an occasion for a visit, a fevetj 
cold for a night call. This is a new complicatj 
of things, and, multiplied by 19,000 odd practin 
pretty serious. 


Master Minds 


Editorial Appearing in British Medical Iournai 
January 1, 1949 


Mr. Fred Messer, Labour M.P. for Toltenhj 
holds the responsible position of chairm: n oft 
Central Health Service Council. He is also chaI 
man of the North-West Metropolitan Regional Hi 
pital Board. He has earned these position oftrJ 
on his reputation as a highly able adm listnll 
with a special interest in and knowledge o hospii 
and medical services. But according to a recs 
report in the “Hendon Times” it would ap eartLI 
Mr. Messer allowed himself to adopt high I 

partisan attitude to medical men and toe wa 
they do. This was at a meeting of the No th-lffi 
Branch of the Socialist Medical Associate n uni 
the chairmanship of Dr. S. Leff, medical officer 
health for Willesden. Mr. Messer is rei irted 
have said this: “In the days before the ew Ai 
the people were only allowed to be ill at cerJ 
times during the day-—the times set dow on I 
brass plate in front of the doctor's doors wl 
kind of confidence can the medical profess on hJ 
in the chairman of the Central Health Servil 
Council if he makes such ill-judged, inaccu ate, J 
unjust remarks—remarks directed at r, en J 
women who after a hard day’s work ha e to I 
ready to get up at any time of the night in espoi 
to a call for help? “For too long,” Mi MesJ 
goes on, “the needs of the people have b en si 
servient to the needs and training of the octoil 
What nonsense this is! Mr. Messer again ;oesJ 
“Now for the first time the health serv ce 
whole will have a master mind behind it ' Del 
he mean the mind of the chairman of the Centl 
Health Services Council, or the unco-o dinall 
mind of an endless series of Ministers of Healtil 
The medical profession itself has always been I 
advance of the Government in pressing for il 
proved organization and integration in medil 
services, and does not underrate the vale of 1 
administrator or deny the need for admin strati! 
so long as it is made subservient to the need of II 
doctor to give to his patients in the most fficil 
manner the knowledge and experience wrung frl 
stubborn nature by the master minds of medicil 
Our new administrators have yet to learn the les* 
of humility, the humility of the man wh mis! 
the machine created by men who understand hi 
it works. 
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Note: There are more than a few people 
Canada outside the medical profession who woil 
dearly love to push us into State Medicine a] 
“Master Mind” the business for us. T. C.| 
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MEDICINE 


Jai lice — The Diagnostic Approach 

P. T. Green, M.D. 

_ , prime responsibility of the internist is 

^■ 0 Once an accurate diagnosis has been 
made atment tends to follow fairly well-defined 
chani In order to arrive at his diagnosis the 
physi i has at his disposal three sets of tools: 

1 history as obtained from patient and 
relati 

physical examination of the patient, 

3. boratory aids. 

p t ction here would be an accurate definition 
of th disease in terms of causes, disturbance of 
funct and disturbance of structure (viz. etio- 
logic; physiological and anatomical). Unfor- 
tunaf such perfection is generally not attainable 
and t; afore the next best must satisfy. In jaun¬ 
dice t next best consists in deciding whether or 
not t! ase in point fits best into jaundice asso¬ 
ciated ith; 1, hemolytic disease; 2, biliary tract 
obstr on, or 3, hepatocellular damage, (or, if you 
prefe , 1, hematological; 2, surgical, and 3, medical 
jauntl because more accurate assessment and 
treat: t of the disease is done by one of those 

three partments. 

It bould not be necessary to point out that 
some ses fall into more than one category—for 
exarr 70% of patients with familial spherocytic 
aneir develop gall stones and could therefore 
have s tractive as well as hemolytic jaundice. 

I v pose to discuss briefly, some of the points 
of di erential value in the history, examination 
and 1. moratory. 

1. Hi- ory 

Af in every case, a complete history must be 
obtai. d. There are certain features of the history 
that i ght bear closer scrutiny. The family history 
may be suggestive—particularly in the hemolytic 
famil 1 anemias. It sometimes is surprising how 
ignor it patients may be of their family history, 
and it nay take some close questioning to discover 
that Aunt Sarah’s operation was a splenectomy, 
and so was Uncle Ezra’s. 

E: osure to infectious hepatitis might also be 
obtah :d, but generally it is not. Or history of 
expoi re to potential liver poisons such as carbon 
tetrachloride, or phosphorus. It may also be of 
some onsiderable importance to know whether or 
nottho patient received blood, or plasma, or intra¬ 
venous arsphenamine, or injections of any kind 
within the preceding three months. 

past history may also help—particularly a 
past history of jaundice; gall bladder disease; re¬ 
cent! gall bladder surgery. Preceding attacks of 
jaundice might lead one to think of intermittent 
obsftuetion, or exacerbations of an hemolytic 


anemia, but infectious hepatitis may also run a 
relapsing course. 

The sex and age of the patient is of help in a 
general way, because with each age group the 
probability points to one or another main cause of 
jaundice—the neonatal period with its physiologi¬ 
cal jaundice, hemolytic anemias, congenital biliary 
malformations; infectious hepatitis in adolescents 
and young adults; gall stones in middle age, and 
malignancy in advanced age. 

A history of alcoholism is not of much absolute 
help, because many alcoholics will deny it, and most 
alcoholics do not develop liver disease. 

The mode of onset is noted. Onset with rigors 
and high fever suggests common duct obstruction 
by a stone. Infectious hepatitis may begin with 
chilliness, but true rigors are uncommon, and fever 
is generally not high. Homologous serum jaundice 
tends to run an afebrile course. 

Loss of weight may be an important point. 
Rapid recent weight loss suggests malignancy, par¬ 
ticularly of the pancreas. After the onset of jaun¬ 
dice in hepatitis, weight can be lost rapidly. Hepa¬ 
toma may be associated with great weight loss. In 
cirrhosis of the liver and in benign obstruction, 
weight loss is generally more gradual. Metastatic 
malignancy in the liver may not be associated with 
much weight loss, although it usually is. 

Prodromal symptoms are also suggestive. 
Cholecystic indigestion was found in 85% of 
patients with gall stone obstruction, but it was 
also found in 30% of jaundices not associated with 
stone. A typical history of biliary colic is one 
demanding considerable attention, but it is not 
diagnostic, as it can occur in as high as 25% of 
cases of hepatocellular jaundice of sudden onset. 
It has been said that all common duct stones have 
pain at one time or another; on the other hand in 
one series only 40% of common duct stones had 
colic, so the mean probably lies in between. The 
pain in hepatitis is often epigastric, and is a rather 
constant, dull, aching pain. Carcinoma of the pan¬ 
creas is not the painless disease it was formerly 
said to be, and in most cases pain is the presenting 
symptom. The pain is often described vaguely 
by the patient, and these cases may be considered 
to be “functional” in the early stages; but they 
generally show considerable weight loss, a warn¬ 
ing point. Back pain may be an outstanding fea¬ 
ture here, and they may pass through the hands 
of the orthopedic surgeon. Some of these patients 
find that they have difficulty sleeping at night and 
some find that placing a pillow in the small of 
their back gives them relief. 

The relationship between the pain and the onset 
of jaundice is usually not so helpful, as jaundice 
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from any cause may precede, accompany or follow 
the pain. Painless jaundice too, is often a pit for 
the unwary, and should not be given too much 
weight in differential diagnosis. Pruritus is of no 
differential help. 

The color of the stools and urine should be 
asked about. In hemolytic anemias the stools are 
always colored and generally deeply so. In ob¬ 
structive jaundice light colored stools are en¬ 
countered often, and also they are seen for a short 
period of time usually, in hepatocellular disease. 
However, light colored stools would weigh strongly 
against hemolytic jaundice. Dark colored urine 
may occur in any of the forms of jaundice. In in¬ 
fectious hepatitis the urine turns very dark before 
the patient is jaundiced. As a rule this is not so 
true in obstructive jaundice, where the dark urine 
usually accompanies or follows the appearance of 
clinical jaundice. In hemolytic disease the urine 
may be quite dark in color too, from the pigment 
other than bilirubin. 

2. Physical Examination 

During the course of a complete physical 
examination there are certain features which bear 
closer scrutiny. The size of the liver should be 
noted. Enlargement of the liver as so frequently 
given in histories as a distance of the liver edge 
below the costal level can be misleading if it is not 
noted where the upper border of the liver appeared 
to be on percussion. Particularly in older people 
with emphysema the general level of the liver 
may be lower than usual. The consistency of the 
liver is also an important factor in whether or not 
it is palpable. Occasionally one encounters a very 
large liver at post mortem, that was not palpated 
during life because it was too soft to be appreciated 
by the examining hand through the abdominal 
wall. In such cases percussion of the abdomen 
may suggest that this enlargement is present even 
though the liver is not felt. 

Moderate enlargement of the liver may be 
found in both hepatocellular and obstructive jaun¬ 
dice and as well in hemolytic. A very large liver, 
however, is suggestive of hepatocellular jaundice, 
although it is occasionally encountered in carci¬ 
noma of the pancreas. A large, hard, nodular liver, 
is usually associated with carcinomatosis. 

Ascites is very suggestive of hepatocellular liver 
disease, as is the evidence of a collateral venous 
circulation such as oesophageal varices; hemor¬ 
rhoids, and abdominal varicosities which tend to 
be closer to the midline than are those associated 
with obstruction of the inferior vena cava, which 
tend to be more lateral. In over 90% of cases 
where ascites or venous obstruction is found with 
jaundice, hepatocellular liver disease is present, 
and in 75% of these the disease is cirrhosis. 

Spider angiomata should be sought in the skin. 
These consist of a pinhead red centre, which is 



often pulsatile, and from which radiate fine ttJ 
like vessels, giving it a general spidery apt! 
ance. They may become much larger than 1 
head size, and one may feel them pulsate. ■ 
occur in the area drained by the superior I 
cava; rarely are they seen on the lower extreroil 
They must not be confused with purpuric si 
De Morgan’s spots (the common red angiomas! 
in older people) or with dilated venules aboutl 
nose or diaphragmatic attachments. While t| 
spider angiomata are seen in normal oeople| 
pregnancy and in diseases other than livi r dis| 
they are rarely present in any number f here. ■ 
finding of these lesions is very strongly uggesl 
of parenchymatous liver disease. 

Other findings which are sugg.stivel 
parenchymatous liver disease are palmar erytB 
(“liver palms”), gynecomastia, testicular at: b 
loss of hair from legs and sternum, ant' i: p 
usually over the sacrum in bed patients. St: j< 
suggestive of obstructive jaundice is the fir, o 
of a palpable gall bladder; but not infa lible, e 

There is a characteristic odor to t ie u 

in severe liver disease—fetor hepaticus— vari: u 
described as mousy, or stale biscuit odor 

Splenomegaly is also very strongly _iggej) £ 
of parenchymatous liver disease. Sign: of 81 
value are bradycardia, fever, and hepat - teifl 
ness; tenderness is more often associated 
sudden onset of hepatic enlargement oral 
cause. e® 

. fo 

3. Laboratory Aids , 


Dissatisfaction with liver function te ts is| a 
quently expressed by physicians. The ierel 
that there is such a large number of uch| 
would indicate that it is difficult to sel ct al 
that are satisfactory. However, to swi g to. 


other cynical extreme and to conclude hat 


us 


tests are valueless is to overlook valuabl 


he 




must be remembered that the liver l as M 
functions, and tests done measure only one| 
ticular function. There may be great d ffe% 
in the degree to which various liver fun 1 tiorcB 
affected. It must also be recalled that the ■ 
has a great reserve capacity and therefor ira® 
severely damaged before it shows evident 
failure to function. If laboratory data be c msifl 
as part of the physical examination and weikj 
as such by the physician the results will fallL 
proper perspective. 

As a rule the hemolytic anemias are nfl 
much trouble in the differential diagnosi oljH 
dice. As a rule these patients are muchflj 
anemic than they are jaundiced. Howevei 


occasional case occurs in which this is not so 


.01 


If one looks for evidence of increased blooi 


10 


struction as evidenced by increased excret 


Is. 


ig 


urobilinogen in the stool and urine; and evi® 
of increased blood formation, particularly il 
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reticul tes, most cases of these rare diseases 
which ne under the heading of hemolytic disease 

will b< 'ound. 

Xh leaves hepatocellular and obstructive 

jaund *0 differentiate. 

(a) Te ot directly concerned with liver function. 

Xh' include such things as barium series, 
which *y be indicated if one suspected upper 
intesti tract malignancy, or wished to demon¬ 
strate sophageal varices; and other general 

ancilk procedures. It should be mentioned that 

gall b !er visualization is of little value as the 

gall b !er will fail to visualize in 80% of cases 

of jau. oe from any cause. 

(b) Li tests depending on secretory power. 

Xh> bility of the liver to secrete bilirubin, 

broms phthalein; bengal red; alkaline phos- 
phatas nd possibly cholesterol can be used. In 

jaundi however, there is obviously impairment 
of thi; cretory function and therefore the dye 
excret usually give little information of value 

in the sence of jaundice, although they are very 
useful its absence. Alkaline phosphatase tends 
to be ier in obstructive than in hepatocellular 

jaundi and values over 30 King-Armstrong units 

are su -stive of obstructive jaundice. However, 

there considerable overlapping. Cholesterol 

(total) nds to rise in obstructive and fall in 
hepatc ular jaundice, but the normal range is 
so gre that unless one knew what was normal 
for the , ase in point before it would be impossible 
to kn> whether the cholesterol had risen or 
“■lien. 

(e) Te that depend on the metabolic function of 

the iver. 

The galactose tolerance test is a good one to 
use he It is usually affected in the presence of 
tepatc ellular disease, and rarely is in obstruc- 

;ive ja ndice. 

The iiippuric acid test is not a good test. 

Seh m albumin tends to fall further in hepato- 
■ellula jaundice, and globulin tends to rise, so 
ractiejr al proteins may be helpful. 

In obstructive jaundice the percentage of cho- 
estero that is in ester form is normal whereas in 
lepatic ellular jaundice it falls. 

Prltnrombin % may be low in both obstruc- 
ive ai d parenchymatous jaundice, but within 
8 hou s after parenteral vitamin K it rises con- 
iderats y in obstructive jaundice, and little if at 
"ill in hepatocellular, 
d) Measurement of Jaundice. 

The icterus index is the simplest method, but 
iot Secific, Quantitative Van Den Bergh gives 
uore Specific measurement of serum bilirubin, and 
Iso i| of some value in determining whether the 
igmen , present is largely newly formed pigment 
fat ha>. not passed into the liver cells, or whether 


it is recirculating pigment. The indirect reaction is 
increased in hemolytic anemias especially, but this 
reaction is also seen in familial nonhemolytic 
jaundice, and also in those cases where a mild 
icterus with no evidence of impaired liver function 
persists after increased hepatitis. The direct re¬ 
action is increased in both obstructive and 
hepatocellular jaundice. 

Measurement of urobilinogen in the urine 
measures two things: it means that bile pigment 
is reaching the gut, and it also means that the 
liver is not able to handle all that there is in the 
blood, and so it spills over into the urine. Absence 
of urobilinogen is seen in both obstructive and 
hepatocellular disease, but usually reappears after 
a short time in hepatocellular disease. 

Bile pigment is characteristically absent in 
hemolytic disease but may be present in obstruc¬ 
tion on hepatitis. When bile pigment is present 
albumin usually is too. 

(e) Nonspecific Tests 

There are a large number of proposed floccula¬ 
tion and turbidity tests which are not specific liver 
tests but depend on changes in blood proteins. They 
are quite valuable in jaundice. The ones com¬ 
monly used are: 

Cephalin-cholesterol flocculation: incidentally 
the blood should not be exposed to sunlight and 
should not be more than six hours old for this 
test. It is generally strongly positive in hepatocel¬ 
lular disease and negative or weakly positive in 
obstructive jaundice. 

Thymol turbidity: is strongly positive in almost 
all cases of infectious hepatitis; is positive in the 
majority of cirrhosis, and is not very strongly 
positive in toxic hepatitis and homologous serum 
jaundice. It is negative in obstructive jaundice. 

Thymol Flocculation: is strongly positive in 
infectious hepatitis and liver cirrhosis. 

The thymols appear to be positive in many 
diseases that are followed by immunity (measles, 
infectious mononucleosis, etc.). 

Needle Biopsy of the Liver 

This has been suggested as a direct method of 
determining the structural changes that have oc¬ 
curred in the liver and hence deducing the under¬ 
lying cause. It is not without its dangers, is not 
infallible and should probably be reserved for 
special cases or for study purposes. 

Finally it should be noted that in obstruction 
of some duration damage to the liver cells occurs 
and therefore one would expect to find evidence 
of this damage in the laboratory tests. 

Course 

Finally, the course of the disease may clarify 
the situation, and in puzzling cases it is probably 
wise to wait a while and see what is going to de¬ 
velop. This does not mean sitting back, with 
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folded hands, but means that the physician re¬ 
examines the patient daily, and carries out any 
procedure which he feels may give him the answer. 
It is wise, at times, to delay, but it takes greater 
wisdom to know when the delay is long enough. 

Now that some of the tests available have been 
pointed out, the situation probably appears to be 
more confused than ever. When faced with such 
a battery, which ones should be selected? How 
are they to be interpreted? The normals have 
purposely been omitted because they vary with 
the laboratory and the particular technique used 
there, and so it is necessary to find out what is 
considered normal in your own hospital. 

A series of tests that we have found useful is: 

Total and Fraction protein; quantitative Van 
den Bergh, CCF, thymol turbidity and thymol 
flocculation. These can all be done on one Keitel 
tube of blood. In addition, we have, to fall back 
on, urine urobilinogen, cholesterols, phosphatase, 
and we would like to do the galactose tolerance 
test. However, if the results of the simple series 
already done confirm our impression clinically, it 
may not be necessary to do the others. We feel 
that this series will at once pick out infectious 
hepatitis, and most of the cirrhosis. If completely 
negative it strongly favors obstructive jaundice. 
If, in the presence of a negative series of tests 
given above, we also found a normal galactose 
tolerance test we would feel quite assured that 
we were dealing with obstructive jaundice, assum¬ 
ing that the clinical picture fitted. However, if 
this test showed impairment, we might wonder 
about homologous serum jaundice, or toxic jaun¬ 
dice and look further. 

Most clinicians will say that it is unnecessary 
to do any test because they can make the diagnosis 
clinically. With this we agree. However, it is the 
persistent case of jaundice that is most often the 
puzzling one, and it is notorious that persistent 
jaundice from any cause may make liver tests dif¬ 
ficult to interpret. Perhaps an example might 
clarify our stand on routine use of simple series of 
tests: 

The patient is a male, 32 years of age, who has 
always been well. One week ago he had a rather 
abrupt onset of malaise, chilliness, and loss of appe¬ 
tite. He went to bed, and was awakened during 
the night by a sense of fulness and aching in his 
epigastrium. This persisted even after he had 
something to eat. In the morning he vomited up 
the food he had eaten during the night. For 
the next two days he was able to work, but this 
aching persisted in his epigastrium and seemed to 
be getting worse. He consulted a physician who 
told him he had “gastritis” and sent him to bed 
with some powders. These did not relieve his dis¬ 
tress. He remained in bed for two days, feeling 
much the same, and noticed that his urine was 
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very dark in color. Two days later his J 
noticed that his eyes were yellow. 

On examination one finds obvious jaj 
some palpable posterior cervical lymph node! 
a tender liver palpable just beneath he I 
margin. The patient is assured that he 1 
disease from which he will recover, and is I 
on a dietary regime. 

However, one month later the man is still 
diced, and the physician begins to wond< r wh 
his diagnosis of infectious hepatitis was cu 
Function tests now might be difficult ti intt 
and if his jaundice persists for another month 
is going to be done? If the series had beet 
at first, and the CCF was XXXX, the Tl 
Turbidity 15 units and the Thymol F occii 
XXXX, this would have been strong coafiri 
of the clinical impression. If the “pi file'l 
been CCF XX, Thymol Turbidity 4 uni I 
Flocculation 0, then this would have been 
strongly against a diagnosis of infectiou hep 
and would call for a careful review of th situ 
It is for the unusual rather than the usus cas 
a previous series of such tests is useful. 

One particular group of jaundice is wor*. 
special mention, and that is the homologous: 
jaundices and toxic jaundices. Homolog ms 
jaundice appears on the average aboi 91 
after the patient has received parenteral nj« 
particularly pooled plasma. This may lavt 
given as a supportive measure in su gerl 
example in gall bladder surgery. Whe j t 
appears a few months later it is rea onai 
suspect the presence of common duct sto: e o?| 
obstructive jaundice. Laparotomy in the e p:N 
may be a very serious thing and ma . irj 
result in the death of the patient. Thel 
specific tests of “liver function” may be < ompl 
with obstructive jaundice. Therefore i e 
of a history of previous injections of nr s 1 ! 
with possible parenteral therapy which he 5 
may not recall, and which occurred ii tin* 
ceding three months period it is best 1 i 
cautious before exploration is undertak n. 11 

a 


Case Report: Aplastic Aneminf 

Donald L. McNeil, M.D., F.R.C.P. (Cl p 
Calgary Associate Clinic, Calga y ^ 


The case to be described here is one f :;i 
anemia and is presented to call attention Itn 
possible hazards through the use of pej| 
chemicals on our farms. t 


Case History 1 

The patient, a 58-year-old farmer, wa ac* 
to hospital in Calgary on the 8th of Sept* 
1948. In the spring of 1947 he had begun to I 
some weakness which improved during th* 
mer but became worse again in the fall. Ti* 
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ition m ade it difficult for him to carry out his 
-inter's work. There was a slight improvement 
ut in :he spring his symptoms again became 
■orse.l He suffered from a severe supra-orbital 
eadach particularly severe when he was up and 
■ound, iding horses, etc., and which was relieved 
!ly by est. For this headache he received treat- 
ent e rewhere for a possible sinus condition. 
‘1 hortly after this he began to have frequent 
1 refuse pistaxis and later some bleeding from the 
outhf id, on one occasion, the vomiting of blood. 
Tver ii lections, folic acid tablets and iron were 
ttlminis red in his local hospital with no improve¬ 
ment in is blood and a progression of the anemia, 
fter s< reral blood transfusions which gave signs 
impr rement he was referred to the Cancer 
inic i) Calgary. 

Examination 

T 

Thelpatient was a middle-aged man exhibiting 
:treml pallor, weak and unable to stand after the 
ng Iri] There was a small bleeding area on one 
eek. iThere were petechiae in the mouth and 
er se' ?ral areas of the neck and also bruises 
ted e|: swhere on the body. There was nothing of 
;nificlace in the heart or lungs. Blood pressure 
is 150 i0. The spleen and liver were not palpable 
g d the abdomen was not otherwise abnormal, 
lere |/ere moderately enlarged glands in the 
ilia at 1 the inguinal regions. 
er|The|urine showed a faint trace of albumin 
t was normal in other respects. The red cell 
unt was reported as 950,000; the hemoglobin 
oiler 20 % and the white cell count as 1,900. In the 
red si ear the red cells were of fairly normal 
pear^iice— 41% polymorphs and 59% small 
hejiphofcytes. There was no free HC1 in the 
imach The stool was slightly positive for blood, 
e platelet count was reported as 8,550. A sterna] 
ncturc was done and the white cell count was 
50. Mi i the smear, cells of any type were dif- 
ult to find. There was only a small number 
fc : t) of nucleated red cells (normoblasts). The 
iite cells found were mature in appearance and 
about fhe same proportion as found in the blood. 
liflP n t ^ 11 c hest film there were some chronic in- 
mmalory changes in both lung hilar areas. 

" ms of flat bones, including the pelvis, showed no 
dence of bone disease. Gastro-intestinal x-rays 
1 bafium enema disclosed nothing more than 
njte ga: distension of the bowel. The lymph 
nd liemoved from the axilla was reported as 
•mal. 

The patient was given liver extract, folic acid 
adj several transfusions. He reacted poorly to the 
nsfusinns, running a fever—and although his 
topoglabin increased to 45%, he did not improve, 
body became covered with petechiae and 

rfl 


there was some bleeding from nose, mouth and 
bowel. Death occurred on the 30th of September, 
twenty-two days after admission. 

A post-mortem examination was performed by 
Dr. R. C. Riley, Pathologist at the Holy Cross Hos¬ 
pital. The only really significant finding was in 
the marrow. On sectioning the sternum and a 
number of ribs, the marrow was found to consist 
of soft, yellow tissue. There were no hemorrhages 
and scrapings demonstrated an enormous increase 
of fat. 

Diagnosis 

The normocytic anemia, the leukopenia, the 
thrombocytopenia and the marked hypoplasia of 
the marrow were the essential features in estab¬ 
lishing the diagnosis of an aplastic anemia. 

There are, of course, many causes for an 
aplastic anemia and often the cause is not apparent. 
The evidence in this case is not conclusive. The 
patient did volunteer the information that he first 
felt ill in the spring of 1947 about the time that 
he had finished treating his grain for the preven¬ 
tion of rust. He, like many other farmers, felt ill 
while using the chemical “Ceresan.” Farmers 
state that while using this preparation they are 
able to taste it for several days and during this 
time have anorexia. Our patient was aware of 
the dangers involved in the use of the chemical 
and used the mask provided only part of the time. 
Because his neighbour had become quite ill while 
using Ceresan, he treated his grain for him. His 
symptoms, although varying in severity, improved 
as time went on, but became fulminating shortly 
after he treated his grain again in the spring of 
1948. 

I am advised by the manufacturers that Ceresan 
is a 5% mixture of ethyl mercury-phosphate con¬ 
tained in an inert dust, and that one-half ounce to 
a bushel of grain is used in the treatment. The 
dangers of using the chemical are strongly empha¬ 
sized by the company and they insist that the mask 
which is provided must be worn. 

Mercury may, without doubt, be destructive to 
bone marrow. I believe it is reasonable to assume 
that it was the cause of this blood dyscrasia. I 
have seen one patient with an optic atrophy and 
one with a nephritis in which the cause could have 
been mercury poisoning due to this same chemical. 

I believe that it would be well for farmers to be 
warned of such dangers and to have pointed out 
to them that disastrous results may occur long 
after exposure, and not merely at the time of 
actual use. For the physician, prevention is the 
best treatment but should poisoning develop, 
British anti-lewisite (BAL) may be used to some 
purpose. 
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Case Report: Amoebiasis 

G. S. Varnam 

Invasion of the human intestine by certain 
members of the Protozoa is common in many parts 
of the world. Of these Protozoa, five distinct 
species of amoebae are known to establish them¬ 
selves in the gastro-intestinal tract of man. Only 
one of these, Endamoeba histolytica, is pathogenic 
for man. This organism is the cause of amoebiasis, 
an infestation of the colon. The remaining four 
are believed to be harmless saprophytes which 
have not been shown to invade the tissues or defi¬ 
nitely lo cause disease symptoms. The most com¬ 
mon of the non-pathogenic invaders is probably 
Endamoeba coli which is important because of pos¬ 
sible confusion with E. histolytica. 

Amoebiasis may show acute or chronic phases 
with a variable clinical picture which depends 
upon the localization of the amoebae, the intensity 
of the infection and perhaps variations in virulence 
of different strains. Infestation by Endamoeba 
histolytica may persist for many years, frequently 
characterised by periodic exacerbations and re¬ 
missions of intestinal symptoms. The clinical pic¬ 
ture may be that of 1) the cyst-passer, asympto¬ 
matic or showing atypical symptoms; 2) amoebic 
diarrhoea; 3) acute amoebic dysentery; 4) chronic 
amoebic dysentery; 5) amoebic appendicitis; 6) 
amoebic typhlitis; and 7) amoebic granuloma. 

Diagnosis of intestinal amoebiasis depends upon 
demonstration of Endamoeba histolytica in the 
stools of the infested person. Examination of both 
unstained and stained preparations of fecal ma¬ 
terial is carried out. 

Treatment consists in using emetine in con¬ 
junction with one of the arsenicals (preferably 
carbarsone) or with one of the oxyquinoline sul- 
foric acid group. Emetine is amoebacidal only for 
those organisms actually within the host’s tissues. 
It is a general protoplasmic poison and its use is 
contraindicated in myocardial disease. The maxi¬ 
mum safe dose is 1 mg. per kg. body weight per 
day and the lotal dose in any single course of 
treatment should not exceed 10 mg. per kg. body 
weight. It should be given intramuscularly. The 
arsenicals, especially carbarsone, are effective both 
in the tissues and in the intestinal contents but 
are contraindicated in severe liver or kidney 
disease. The oxyquinoline sulforic acid group are 
effective in intestinal contents only and are con¬ 
traindicated in severe liver or kidney disease when 
choniofon NNR or diodoquin are used, but only in 
severe kidney disease when other members of the 
group are used. 

The most common complications are amoebic 
hepatitis and amoebic abscess of the liver. They 
result from metastasis of the amoebae in the wall 
of the colon to the liver by the portal blood 


stream. Incidence at autopsy indicates that hep; I 
abscess complicates 20-55% of cases in tempep I 
climes. I 

Response to emetine therapy is often the u I 
satisfactory means of differential diagnosis j a 
tween these two complications. In hepatitis, I 
sponse to emetine is rapid and complete * I 
diminution in fever, pain, tenderness, liver; I 
largement and leucocytosis within 48 hours. I 
amoebic abscess the response to this drug is« I 
monly only partially effective with residual fet c 
pain, tenderness and liver enlargement is as; I 
metric. In amoebic abscess closed aspiration r 
the abscess, if large in size, should be carried f 
as often as necessary but only after the ‘iiagni I 
is established in doubtful cases by the the rape; I 
test with emetine. 

The following is a description of a case I 
amoebiasis admitted to Deer Lodge Ho pital I 
July 13, 1948; f 

On admission, D. M. S., aged 39, compl ined I 
1) nausea; 2) bloating, unsettled sensatio i in I 
epigastrium; 3) a lot of “phlegm”; and 4) persist I 
steady tiredness even after a good night s sle t 
These symptoms had been present since th Spr e 
of 1946. 

The nausea occurred any time during thei I 
and was associated with the bloating and i nsett I 
sensations. During attacks, which occurr d ab I 
once a week and lasted from 1-4 days pati I 
“looked tired” (wife’s statement) and becai e soi I 
what “sallow” (jaundiced?) The bloating ; ndso I 
ness in the epigastrium were more pro ioiik I 
after eating. He had to rest completely t > obt I 
relief during an attack. 

During very severe attacks, patient n licet I 
severe pain in the R.U.Q. about 3 inches iromll 
mid line and extending from the costal maul 
vertically downward about 3-4 inches. The g;■ 
eral area of pain was “as big as palm o hail 
There was no radiation. The pain waf sev I 
enough to double him up and lasted about an hi I 
at the longest. Recently it had occurred ml 
frequently. The pain and the other sj mpb I 
were not precipitated by exertion. 

The patient had been tired, physically;! 
mentally, since his symptoms began. He I 
perienced a complete lack of energy and frit til 
even after a good night’s sleep. 

“Phlegm” collected overnight in the back I 
his throat. Coughing to expectorate this sputl 
was so violent that vomiting sometimes occun I 

His past history revealed dysentery in Nil 
Africa in November, 1943, and severe d; sen* 
associated with jaundice in Italy from Marl 
August, 1944, for which he was hospitalized* 
February, 1945. From that time he has hadl 
casional bouts of diarrhoea and also a perioil 
nausea in July, 1945. 
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mily history was essentially negative. 

, view of systems was essentially negative 
or the symptoms related in the history, 
cal examination revealed negative head 
lung and heart findings. His pulse was 
gular and blood pressure 120/80. Abdom- 
mination revealed tenderness over the 
am, over the R.U.Q. and over the lower 
pendectomy scar. The liver was palpable 
below the costal margin. Jolting his liver 
vere pain in the R.U.Q. Otherwise, ab- 
findings were negative. Reflexes were 
xcept that the abdominal reflex in the 
as absent. 


Bln .mmary we find diarrhoea followed by 
Bunc in Italy in 1944. Since then there is a 
listo recurring pain in the R.U.Q. with nausea, 
iccas 1 vomiting, general malaise and lassitude. 
rher< also a moderately enlarged liver. It was 
elt l this was probably chronic hepatitis but 
n fir f the diarrhoea it was necessary that the 
irest of parasites should first be ruled out. 
rherc . liver function tests and stool examina- 
ions amoebae were done in addition to routine 
ixarr. ions. 


Labe -y tests disclosed: 

| Hgb., 102%; W.B.C., 6,000. 

D ential: Neutros, 56; Lymphs, 41; Mono- 
:ytes Eosin, 1. 

Cl X-ray: Negative. 

6l > Wassermann: Negative. 

I U; lysis: Sugar, negative; albumen, negative; 
other normal. 

Ex, Flattened TI, probably normal. 

St 1 Positive for cysts of E. histolytica and 
fonr l e and encysted forms of E. coli. 

Oi Blood: 2 plus. Liver function tests 

show' aiinimal liver damage. 

St bilirubin: .92 mg. %. 

Bi ulphthalein test: Less than 2% dye re- 
tainei V 2 hour and 1 hour spec. 

'inogen: .9 mg. per 710 ccs of urine in 24 

hours 


Li profile: Thymol turbidity, 3 units; Thy¬ 
mol i culation, negative; Cephalin flocculation, 
rakai \ra, negative. 


In w of the normal heart and kidney findings 
md t indings of minimal liver damage, it was 
response to treatment with emetine fol- 
pnvec carbarsone would be good. At this time 
.uwj® s * s °I amoebiasis with hepatic involvement 
f as ;■ On July 17, a course of emetine grn. 
at ,or S days followed by carbarsone *4 gm. 

ay pilyifor 10 days was instituted. Only one course, 
a days, was given. During the period of 

id [ metlne treatment the liver regressed in size 
olj rapid! but increased in size again during the 
Periofl of carbarsone treatment. 


During this treatment, stool examinations for 
occult blood and feces bile were negative and stool 
culture for E. histolytica was also negative. 

On August 7, treatment was completed. At 
this time the patient’s bowels were regular and 
he had no diarrhoea, blood or mucus. His liver 
could not be definitely palpated but he still had 
tenderness to deep palpation in the R.U.Q. His 
only complaint at this time was tiredness. 

Post-therapeutic laboratory tests showed: 

Blood: August 10, Hgb., 102%; R.B.C., 4,600,000. 
August 17, Hgb., 100%; W.B.C., 7,000; Sed. Rate, 
3 mm. in 1 hr. Differential: Neutros, 52; Lymphs, 
44; Eosin, 4. 

Stools: Negative for E. histolytica on 3 suc¬ 
cessive days, August 9, 10 and 11. Negative for 
occult blood. 

Liver Profile: Thymol turbidity, 2 units; Thymol 
flocculation, negative; Cephalin flocculation, Tak- 
ata Ara, negative. 

E.C.G.: August 14, Prolonged QT. Flat TI. In¬ 
verted T in leads CF4 and CF5. These findings 
were consistent with emetine toxicity. 

Sigmoidoscopy: Negative except for some old 
scarring in the lower sigmoid. 

On August 20 it was found that the liver was 
now not palpable and there was good response to 
treatment. By August 26, the E.C.G. revealed QT 
segments now within normal limits and the T wave 
in leads I, CF4 and CF5 normal. Thus there were 
no signs of emetine toxicity and the E.C.G. was 
normal. There was no evidence of severe liver 
damage and gall bladder visualization was normal. 
Therefore, by August 26, recovery was considered 
to be completed uneventful. The patient was dis¬ 
charged with a final diagnosis of amoebiasis with 
amoebic hepatitis. However, chronic hepatitis of 
other etiology could not be ruled out finally and 
the patient was advised, therefore, to have stool 
examination in 3 months and complete recheck in 
6 months. 

Conclusions 

1) This was a case of amoebiasis with amoebic 
hepatitis. 

2) Response to treatment was rapid and re¬ 
covery was uneventful. 

3 Effects of emetine toxicity on the myo¬ 
cardium were seen when the E.C.G. of August 14 
was compared with that done before treatment 
was started. However, the E.C.G. of August 26 
revealed that the myocardium no longer showed 
signs of emetine toxicity. 

4) Chronic hepatitis of other etiology could not 
be ruled out definitely at this time. 
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the treatment of bacterial vaginitis 



In bacterial vaginitis or cervicitis (whether occurring postop- 
eratively or following childbirth or radiation), Triple Sulfa 
Cream* is rendering signally effective service in eradicating 
infection .. . healing mucosa .. . and restoring normal pH levels 
— primarily by virtue of its optimal bacteriostatic and 
bactericidal action at different specific pH levels. Healing time 
is frequently reduced by almost fifty percent with this simple, 
convenient therapy. Available at pharmacies everywhere. 



TRIPLE SULFA CREAM — a pleasant, water-soluble, 
absorptive cream containing sulfathiazole, N’acetylsul- 
fanilamicle, N’benzoylsulfanilamide, and urea peroxide. 

♦Trade-Mark 
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ANAESTHESIOLOGY 


Edited by R. G. Whitehead, M.D. 


Incidence and Prevention of 
Post-Operative Pulmonary 
Complications 

Hr incidence of post-operative respiratory 
com] ! I cations is difficult to assess statistically as 
repo of these pathological processes following 
surg 1 procedures vary widely. The necessary 
folio '. up of each and every surgical case is only 
poss in the larger centres where there is a 
largi nd enthusiastic anaesthetic staff to main¬ 
tain mplete and accurate records of the post- 
oper. live course of each patient. Langton Hewer 
repp; estimates of 6% and 8.9% in two analyses 
of Di irbidity of acute inflammatory disease of the 
respi >ory tract. The incidence of atelectasis has 
been variously reported from 3 to 70% of all post- 
oper; ve complications with 40% mortality 
amoi t the persons affected. In Grandstaff’s 
repo' of the incidence of morbidity and mortality 
from respiratory complications at the Kansas City 
Gent al Hospital, 0.22% of 2,704 cases had massive 
colli! se of the lungs, 0.55% had atelectasis and 
18% pneumonia, with an ultimate mortality of 
0.881 The percentage of respiratory complica¬ 
tions ith various agents was: (1) spinal, 3.1%; 
(2) c> lopropane, 1.6%; (3) ether (open drop), 3.2%; 
(4)Jc lopropane-ether, 8.0%; (5) nitrous oxide 
2.3% (6) pentothal sodium, 0.0%; (7) spinal and 
gas,13 0%. 

S< ral writers express the opinion that a large 
part the prevention of complications depends 
on tl ■ skill and experience of the anaesthetist. Be 
that s it may, there are numerous other factors 
of v; ■ ing significance which may contribute to 
post-, perative respiratory sequelae. Probably of 
first importance is the nature and site of the 
opera ion. Abdominal and chest surgery is ac- 
comp mied by diminished pulmonary exchange 
becai -e of an immediate post-operative splinting 
of th- diaphragm and accessory muscles and the 
unwi lingness of the patient to breathe deeply. 
Coug ling, deep breathing and moving about in bed, 
all o which are essential to the removal of 
brom rial secretions and maintaining full expan- 
sionlot the lungs, are inevitably accompanied by 
some pain after such operations, therefore, there 
' S a l enc,ency to refra in from these activities. As 
a res; It, a lobar or lobular atelectasis frequently 
complicates the convalescence. Mimpriss and 
Ether dge report a series of 100 cases of gastric 
» v * n which they had 34 cases with pulmonary 
complications including 1 lobar atelectasis and 29 
cases of lobular atelectasis. 

^Hses which require a prolonged period of 


deep anaesthesia are more liable to pulmonary 
sequelae than cases of similar operative time re¬ 
quiring a lighter plane of anaesthesia. The pro¬ 
longed depression of respiration and circulation 
leads to congestion of the lung bases and pneu¬ 
monia. In such cases the skill and experience 
of the anaesthetist is certainly an important factor 
in the prevention of complications. 

Preliminary respiratory tract infection is an¬ 
other factor contributing to the incidence of post¬ 
operative sequelae. Acute or chronic conditions, 
particularly infections of the sinuses, mouth, nose 
and throat, definitely increase the operative risk 
as infected particles are very liable to be inhaled 
into the lungs and an aspiration pneumonia may 
result. Other conditions not directly associated 
with the respiratory tract, e.g. diabetes and cardi¬ 
ovascular disease predispose a higher incidence 
of pulmonary congestion and pneumonia following 
prolonged or deep anaesthesia. Excessive smoking 
with its associated chronic congestion of the upper 
air passages also predisposes to respiratory irrita¬ 
tion and the incidence is even higher if irritating 
inhalational vapors are used. 

There is a definite seasonal variation in the 
incidence of complications these being, in this 
country, more prevalent in the “coryza months” 
of the spring and fall. 

Appreciating the numerous factors contributing 
to post-operative respiratory complications, the 
anaesthetist can do much to prevent these com¬ 
plications pre-operatively, during the operation and 
post-operatively. 

Pre-operatively, the development of an acute 
respiratory tract infection in cases of elective 
surgery should be reason enough to postpone the 
operation for one or two weeks. In these days 
of hospital bed shortage and full operating room 
slates, the surgeon and anaesthetist, keeping in 
mind the additional cost to the patient of post¬ 
ponement of operation, are occasionally inclined 
to overlook the fact that the patient has a slight 
cold, rarely with disastrous results to the patient, 
but often a much prolonged convalescence. 

Patients undergoing abdominal or chest surgery, 
or cases requiring prolonged bed convalescence, 
should be admitted to hospital two to three days 
prior to operation in order that they might be 
instructed in deep breathing exercises by the 
anaesthetist or trained physiotherapists. It is 
much easier to teach and stress the importance of 
these activities to the patient before operation 
than after when each movement is painful and a 
definite distress to the patient. 

Excessive smokers should be urged to stop or 
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curtail smoking for several days prior to and 
after operation. 

Excessive premedication should be avoided in 
elderly patients or patients with a history of 
chronic bronchitis, asthma, bronchiectasis, etc., 
also in surgery of the oral cavity, nose and sinuses 
where it is of the utmost importance that the 
patient be able to expectorate blood and mucous 
as soon as possible after the operation is com¬ 
pleted. 

The position of the patient during operation 
may contribute to the development of pulmonary 
complications. In the recumbent position there 
is little chance for drainage of secretions. In the 
Trendelenburg position, particularly in obese 
patients, the viscera are pressed against the dia¬ 
phragm, restricting its movement and compress¬ 
ing the lung bases. With this position, however, 
there is a chance for the drainage of secretions. 
In the lateral and kidney position, with the table 
broken, the dependent lung is compressed and 
secretions from the uppermost lung drain into the 
dependent bronchus. Post-operative atelectasis 
in these cases will almost always occur in the op¬ 
posite side from the operation, i.e. the dependent 
lung. It is important for the anaesthetist to main¬ 
tain a clear airway in these cases by repeated 
bronchia], tracheal and pharyngeal aspirations and 
it is therefore recommended that these patients be 
intubated orotracheally to facilitate the passage 
of a suction catheter. Full expansion of the lungs 
should be maintained by frequent compression of 
the rebreathing bag. 

The depth of anaesthesia should be kept on a 
plane adequate for the surgeon but also every 
effort should be made by the anaesthetist to main¬ 
tain adequate pulmonary exchange with sufficient 
oxygen to promote adequate exygenation of the 
blood. Irritating inhalational gases, e.g. ether, 
ethyl chloride, choloroform should be avoided 
wherever possible in cases of recent acute upper 
respiratory infection, chronic bronchitis and other 
chronic respiratory diseases. 

Orotracheal intubation is preferred to nasotra¬ 
cheal intubation to avoid infecting the lower res¬ 
piratory tract with secretions from the nose and 
posterior pharynx. 

At the completion of the operation particularly 
in cases of prolonged deep anaesthesia stimulation 
of respiration with a moderate flow of oxygen 
using the semi-closed method will be beneficial. 
A thorough tracheal and pharyngeal toilet to re¬ 
move all secretions should be done before the 
patient leaves the operating room. If deemed 
necessary bronchoscopy should be performed. 
Ideally, reflexes should have returned before the 
patient leaves the operating room or recovery 
room, if not, a pharyngeal airway should be left 


in position. In oral and nasal surgery the pa J 
must be placed lying on one side and should al 
be left alone until he has fully reacted. SuctiJ 
apparatus should be at hand at all times to 
vsnt the inhalation of vomitus. Binders whiS 
restrict respiratory activity must not be used. 1 

On return to the ward following major ope 
ative procedures and particularly after abdomii 
and thoracic surgery, oxygen therapy should! 
instituted either by oxygen tent, nasal catheter 
frequent inhalations of pure oxygen or carbogi 
Deep breathing exercises should be starter as s* 
as possible and repeated every three to four hot 
under supervision while the patient is awake I 
the first three days at least. Posturizatlon s 
periodic carbogen inhalations are bene ieial 
bringing up secretions and maintaining full fo 
expansion. The patient should be urged o nit 
about in bed as much as possible and should 1 
turned frequently to prevent venous stasis andl 
possibility of pulmonary embolism. 

A useful prophylactic procedure to preve 
post-operative wound pain in abdominal a id chi 
surgical cases and to facilitate deep bre; lung 
intercostal nerve block on the affected sic B 
may be done in the operating room or or: retu 
to the ward before the patient has fully react 
and should be repeated as often as requhed. i 
Cleery, Zollinger and Lanahan have receatlyi 
ported on the use of nupercaine in oil for inti 
costal nerve blocks following upper ab lomc 
surgery and claim beneficial effects for 3 ho: 
or longer from a single injection. 

Chemotherapy, e.g. penicillin, aerosol penicifl I 
adrenalin tedral, etc., may also be used wi h bei I 
fit in prophylactic doses to prevent infec ion,: I 
duce broncho-spasm and aid in the expec orat I 
of troublesome mucous. 

Post-operative narcotics should be used jul 
ciously so as not to interfere with resoirat® 
activity. Morphine is well known for its il ; 
piratory depressant properties and should noil ; 
used pre or post-operatively for very y< -ungl ■ 
elderly patients, chronic respiratory sepsis or acj 
respiratory inflammation. Demerol may be el ‘ 
in such cases as it does not depress respirafB 
and has an analgesic action greater than code 1 
but somewhat less than morphine. IntravenJ 
procaine, 1 gram in 1000 cc’s of normal sa ine,:w 
been recommended as an excellent post-opera® 
analgesic which does not depress respiratory® 
tivity. 
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CANCER 

Edited by D. W. Penner, M.D. 


t Clinical Pathological Conference 

irtment of Gynecology and Pathology, 
University of Manitoba 
Clinical Summary 

J. S. Age 47 years. Admitted April, 1937. 
L.N. 2 years ago. Para. 5, Gravida 5. 


E. C. 

1 egularity of menstruation . 2 years 

2 enorrhea .....14 months 

3 bdominal pain .. _ 9 months 

4 ilarging abdomen 9 months 

H. P. I. 


! «F )ds always normal until 2 years ago. At 
this ae the interval between periods became 
long and she would miss a month or two here 
and re. Frequency of menstruation gradually 
dim led during that time until periods ceased 
altog er, 14 months previous to admission. 

■ft it 9 months ago the patient noticed her 
abdc n enlarging and becoming firmer, and she 
begs io have occasional needle-like jabs of pain 
in h abdomen, particularly on exertion; they 
wer< ;t localized. They gradually became more 
sevei until 2 weeks prior to admission. They 
wen ry troublesome and her legs began to ache. 
The ns were never severe enough to confine 
her 1 1 bed. 

F ew of Systems: Negative. 

F ious Illnesses: None. 

Marital History 

F pregnancies—-all carried to term. Children, 

ages to 27 years. All labours were long and 
diffi Doctor in attendance only at last birth. 
Physical Examination 
E atially negative, except for abdomen. 

# 'omen: Prominent, with distinct swelling, 
most narked below the umbilicus. This swelling 
is te- smooth, regular, and can be moved slight¬ 
ly fr side to side and raised up in the abdomen. 
This jpward movement causes pain in the right 
low: bdomen. There is absolute dullness all over 
this welling, most marked at its summit and 
fadii away to a more resonant note in the flanks. 
This iulness moves to a degree by changing the 
patip; t's position. 

Second Admission, December 1, 1937 


E. C. 

1 ..L.Q. pain 3 months 

2. dwelling of the abdomen . _ 2 months 

3 Veakness and lassitude _ 2-3 months 

H. P. I. 

■ollowing discharge in April, 1937, the patient 


felt well for about 3 months. In the past 3 months 
she [has developed a nagging pain in the lower 


left quadrant with exacerbations of moderately 
severe crampy pains which start in the left lower 
quadrant and radiate around into the left loin. In 
the past 2 months she has again noticed a rather 
rapid increase in the size of her abdomen. For 2 
or 3 months the patient has experienced gradually 
increasing weakness and lassitude with loss of 
appetite. 

Physical Examination 

Negative, except for abdomen. 

Abdomen: Distended below umbilicus with 
bulging in both flanks. There is a soft mass in the 
lower abdomen rising to the level of the umbilicus. 
It appears to be globular, about the size of a 
football. 

Third Admission- March 13. 1S38 
E. C. 

1. Lower abdominal pain_ 2 months 

2. Paresis of left upper extremities 3 weeks 

3. Continued loss of weight. 

Physical Examination 

Enlarged supra clavicular and axillary lymph 
nodes. 

Upper extremities—paresis of all muscles on left 
with increased tendon reflexes and no sensory 
change. 

Abdomen—generalized tenderness; suggestion 
of mass in R.U.Q., no free fluid demonstrable. 

Pelvic and Vaginal Examination 

April 4, 1937, reveals a normal cervix, move¬ 
ment of which does not move the swelling in the 
abdomen. The uterus cannot be defined; it seems 
to lie behind the tumor-like swelling and I would 
judge it to be normal in size. The tumor does not 
encroach upon the lateral or posterior fornices but 
from discomfort caused bv raising it. it seems likely 
that it arises from the right adnexal region. 

Report on Specimen Removed at Operation 
April 5, 1937 

Ovarian Cyst—Unilocular ovarian cyst, 20x20x 
15 cm. with a portion of the fimbriated end of the 
Fallopian tube attached. The outer surface is 
smooth, but the inner surface shows numerous 
small papillary projections. The cavity is filled 
with bloody fluid. The tube appears normal and 
there is a small cyst of the hydatid of Mofgagni. 
Microscopic: A very active malignant papillary 
serous cvstadenoma of ovary. This is confined to 
the interior of the ovary. 

Discussion 

This tumor is an example of the 50 per cent of 
serous cystadenomas which are malignant. Most 
begin as a simple serous cyst lined by a smooth 
small, darkly staining cuboidal cell and after a 
varying period of time, small papillary outgrowths 
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develop. If these grow rapidly they may fill the 
cyst cavity and extend through the cyst wall to 
form small warty growth on its peritoneal surface. 
This specimen had a smooth surface with no out¬ 
growths. A blood stained ascitic fluid was pres¬ 
ent. Ascites occurs early especially in the papil¬ 
lary tumors, the fluid being clear albuminous and 
in the acute cases it may be bloody. Later there 
may be a chronic fibrosing peritonitis which will 
yield gradually increasing amounts of fluid, lead¬ 
ing to severe emaciation. Often the course of 
tumor growth is rapid. The serous papillary 
variety form somewhat less than one-half of the 
total cysts according to Novak. They occur more 
frequently in women after the menopause and are 
liable to torsion of the pedicle especially when the 
growth rises out of the pelvis. 

Specimen Removed at Operation, December 6, 1937 

Ovarian cyst (right)—An ovarian cyst 15 cm. in 
diameter. The outer wall is smooth, the lining is 
covered by papillary growth. 

Microscopic: A very active malignant papillary 
serous cystadenoma of the ovary showing a picture 
identical with the cyst removed April last. 

Bilateral tumors are found in two-thirds of all 
the serous cases in contrast to 17% in the pseudo¬ 
mucinous type. The high percentage of bilateral 
tumors would suggest the same stimulus producing 
neoplasm in both ovaries simultaneously. At the 
time of the first operation the remaining ovary 
appeared small and shrunken only to develop a 


similar tumor 3 or 4 months later. 

Although the first tumor removed did not shot 
papillary tumors on its surface the blood staintj 
ascitic fluid may have contained minute clumpst 
tumor cells which would be implanted in the ret 
occurring in the capsule of the ovary at a subst 
quent ovulation and so start tumor growth 

As no menstruation is described after the firs 
operation it is not likely that ovulation woiil 
occur. Although appearing small and sclerotic: 
the time of the first operation early minut turn: 
might be developing within or the process star 
later—on this the pathogenesis is not clea 

Due to an inflammatory foreign body :eactioi 
small papillary implants on the parietal per oneu 
may permanently regress after a primarj malij 
nant ovarian tumor is removed. This happ - resit 
is not common, however. Bilateral m lignai 
tumors give a less favourable outlook. 

Ovarian carcinomas comprise 15% of al pelt; 
carcinomas. Of these, 70% are serous cysiadent 
carcinomas. When tumors are bilateral t tin 
of operation (50%) prognosis is poor. Ta'lor# 
porting on 63 cases of papillary serous cys acta 
carcinomas gives a five-year cure of 16 r . T1 
recommended treatment is panhysterectom usut 
ly to be followed with post operative r diatii 
therapy. Even in the presence of exterisi\ card 
nomatosis removal of the bulk of the turn r « 
radiation seems a justifiable procedure s : ice # 
casionally it results in a cure. 




Physicians' Art Salon 
June 13-17 Saskatoon 


Undergraduates Eligible 

The former Canadian Physicians’ Fine Art and Camera 
Salon moves into its fifth year carrying a new name but still 
sponsored by Frank W. Horner Limited and running con¬ 
currently with the annual convention of the Canadian 
Medical Association. 

From June 13-17 at the Bessborough Hotel in Saskatoon 
fine art, monochrome photography, and color transparen¬ 
cies; all the work of Canadian physicians—will be exhibited 
on the convention floor and judged for suitable awards. 

Change in Name 

In response to requests for a simpler title the salon 
committee has secured permission from the C.M.A. to 
change the name to Physicians’ Art Salon. The change is 
now being effected in all literature, prizes, and promotional 
material. 

Undergraduates Welcomed 

A new feature of the Physicians’ Art Salon is found in 
its expansion to take in work done by undergraduates. 
Following the recent accelerated interest in the under¬ 
graduates art movement the Horner Companv has enthusi¬ 
astically underwritten the opening of an Undergraduate 
Section in all three media — each to carry special awards. 
It is hoped that medical students will seize this opportunity 
to show their work in the competition. 


Judges 

Three outstanding men in the related fields o art at 
photography have been approached to judge the entrie 
Their names will be announced as soon as final irranfi 
ments have been completed. 

Awards 

Enthusiasm for the type of award presented ast ya 
has dictated similar prizes for the 1949 Salon. F ur col 
process plaques and handsome certificates will orm t 
bulk of the prize schedule. 

In addition winning work will be reproduced i sever 
medical magazines end in a special brochure by rank : 
Horner Limited. Tentative plans have been Trade i 
showing prize entries in several art galleries across Weste: 
Canada. 

Procedure of Entry 

Entry forms will be mailed to any physician < und 1 
graduate who writes Frank W. Horner Limited. In adc 
tion the entrant’s name will be placed on a spec al s t 
mailing list to ensure receipt of all promotional material 

The committee for the Physicians’ Art Salon c.ting h 
year’s popular exhibit expect another standout attract) 
for delegates at the June meeting. All those inters'; 
are urged to make their intention known as soon as oossit 
Please address requests to: Frank W. Horner Limited,! 
St. Urbain St., Montreal, Que. 
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Medico-Historical 

J. C. Hossack, M.D., C.M. (Man.) 


Physician to Executioner 

11 i cognized many of my acquaintance as they 
gaJlo; ■ d by, and was admiring the animated man¬ 
ner a young man, who had urged his horse for- 
wai when, by some fatal accident, the beast 
fell -'t as they were about passing the high pole 
whi; is erected in the middle of the course, and 
its r was thrown with great violence against 
the iot of it. He was immediately taken up and 
car through the crowd. Someone, recognizing 
me belong to shah’s physician, invited me to 
t4ke v rge of him, and, without the least appre- 
hei n from my ignorance, I did not hesitate to 
put the airs of a doctor. I found this un¬ 
fair ,te man stretched on the ground, apparently 
wit: t life. Those who surrounded him had 
air 1 prescribed largely. One was pouring water 
d|v . his throat, “in the name of the blessed 
Ho: in”; another was smoking a pipe up his nose 
in i :■ to awaken him; and a third was kneading 
his rdy and limbs, to promote circulation. As 
sooi is I appeared, these different operations 
we: uspended, and, room being made, I felt his 

pul ith great solemnity, and as the surrounding 
up] d faces seemed to solicit a decision, I de- 
cla; with emphasis, that he had been struck by 
fati md that life and death were now wrestling 
wil -ach other who should have him. Thus (ac- 
cor ig to the practice of my master) having pre- 
par my hearers for the worst, I ordered, as a 
pre mary to other remedies, that the patient 
she be well shaken, in order to discover if life 
wa: i him or no. No prescription was ever better 
adr istered, for the crowd almost shook to dis- 
loc in. This had no effect. I was about pre¬ 
scribing again, when a cry was heard in the 
crc vd Rah bedeh, Give way: Ser hisab, Heads, 
has is: and the Frank doctor (of whose skill 1 have 
bef ire given some account) made his appearance, 
ha\ mg been sent by his ambassador, who had wit- 
nds. d the catastrophe. Without having seen the 
pat ent, he cried out, “Take blood instantly! you 
mu: i not lose a moment.” 

■ 1, who now felt myself called upon to assert 
the dignity of the Persian faculty, and give proofs 
oflmy superior wisdom, said, ‘Take blood! what 
doc line is this? Do not you know that death is 
coli and that blood is hot, and that the first 
prii ciple of the art is to apply warm remedies to 
cqk diseases? Pocrat, who is the father of all 
dociors, has thus ordained; and surely you cannot 


say that he eats his own soil. If you take blood 
from that body, it dies; and go tell the world that 
I say so.” 

“As for that,” said the Frank, who had now 
examined it “we may save ourselves any further 
trouble: it is dead already, and hot and cold are 
now all one.” Upon this he took his leave, and left 
me and my Pocrat with our noses in the air. 

“Then death,” said I, “has had the best of it; 
the wisdom of man is unavailing, when opposed to 
the decrees of God. We doctors can no more con¬ 
tend with destiny, than the waters of an aqueduct 
can overcome those of a river.” 

A Mollah, who was present, ordered his feet to 
be turned towards the Kebleh, his two great toes 
to be tied together, a handkerchief wrapped under 
his chin, and fastened over his head, and then all 
the bystanders after him repeated aloud the pro¬ 
fession of the true faith. By this time some of his 
relatives had begun the usual lamentations, when 
the bier was brought, and the dead body con¬ 
veyed to his family. 

Upon enquiry, I found that the deceased had 
been a nasakchi, i.e., one of the officers attached 
to the chief executioner, who has one hundred 
and fifty such under his command, and whose 
duties consist in preceding the shah in his marches, 
dispersing crowds, maintaining order, taking 
charge of state prisoners, and, in short, acting as 
police officers throughout the country. It imme¬ 
diately struck me, how agreeable and how con¬ 
venient it would be to step into the dead man’s 
shoes, and how much better my temper and dis¬ 
position were suited to filling such an office than 
mixing drugs and visiting the sick. In turning 
over in my mind the possibility of acquiring this 
situation, I recollected that the chief executioner 
was a great friend of Mirza Ahmak, and under 
considerable obligations to him; for, but a few 
days since, he had persuaded the doctor to swear 
to the shah that wine, which is strictly prohibited 
at court, was absolutely necessary for his health, 
and that in consequence he had received a dis¬ 
pensation from the head of the law to drink it— 
a privilege in which he indulged to the greatest 
excess. I therefore determined to interest the 
mirza in my favour, and, if possible, to turn the 
waters of bitterness, which the fountain of fate 
had been pouring into the cup of the deceased, into 
streams of sweet sherbet for myself. 

Morrier—“Adventures of Hajji Baba.” 
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ARTICLE 


War Crimes and Medicine 

Amendment to Doc. C. 2/48 as Adopted by General Assembly 
of World Medical Association, September, 1948 

The German Betrayal and a Re-Statement of the 

Ethics of Medicine 

(Draft Memorandum) 

Among the declared objects of the World Medi¬ 
cal Association are the maintenance of the honor 
of the medical profession, the promotion of world 
peace and the helping of all peoples to attain the 
highest possible level of health. The first meeting 
of the General Assembly was held in September, 
1947, soon after the passing of judgment, by the 
International Military Tribunal sitting at Nurem¬ 
berg, on twenty-three Nazi doctors found guilty, 
as German major war criminals, of horrible crimes 
against human beings, many of them committed in 
the name of medical science. It was, therefore, 
appropriate that the Assembly should devote some 
time to the consideration of such a betrayal of 
the traditions of Medicine, and should authorize 
the publication of a statement of the attitude of 
the representatives of the medical profession 
throughout the world. Why did these doctors lack 
a moral or professional conscience, and forget or 
ignore the humanitarian motives and ideals of 
medical service? How can a repetition of such 
crimes be averted? 

The Crimes 

The Twenty-three German doctors tried at 
Nuremberg were not the only guilty ones; numer¬ 
ous unnamed doctors who carried out inhuman 
orders, who acted as technicians, or who connived 
at criminal acts were equally culpable. Since the 
end of the Second World War evidence has been 
published in several countries of the widespread 
criminal conduct of the German medical profession 
since 1933. A group of Czecho-Slovak doctors, for 
instance, published in ‘Medical Science Abused” 
an account of atrocities committed in their coun¬ 
try by German doctors; three Swiss doctors, Dr. 
G. Menkes, Dr. R. Herrmann, and Dr. A. Miege, de¬ 
scribed in “Cobayes Humains” their visit to the 
concentration camps at Dachau and Struthof. A 
summary of the German medical crimes has re¬ 
cently been prepared by the United Nations War 
Crimes Commission. In addition, the Palestine 
Jewish Medical Association submitted to the World 
Medical Association a list of the crimes against 
Jews committed since 1933 by German doctors in 
the ghettos, concentration camps and extermination 
camps in Germany and Eastern Europe. Among 
articles in the medical press was one in the British 
Medical Journal of January 25th, 1947, by Dr. K. 
Mellanby, describing the ‘‘Medical Experiments 


on Human Beings in Concentration Camps in Nai 
Germany.” 

It is unnecessary to repeat here the shastlj 
and incredible details revealed by this and othei 
evidence. The crimes committed by doctors have 
been classified by the United Nations War Crimes 
Commission as follows: 

Experiments without consent on hum n sub¬ 
jects authorized by high authorities on t e pre¬ 
text of scientific research in the interests of war. 

Experiments without consent condir ted bi 
medical officials in concentration camps ■ n theii 
own initiative in order to gain experienc 
Deliberate selection of prisoners in cat ps fa 
subsequent killing, by wilful medical nej ect e 
by lethal injections. 

Deliberate killing of infirm or feeble- linded 
patients and of children in hospitals and a ylums 
The evidence indicates that the so-called xperi- 
ments include: 

The effect of vacuum and pressure ch nbeis 

Sterilization—Chemical, operative an radio¬ 
logical, with controls by artificial insem latioi 

Blood transfusion. 

Cold water immersion, with period test 
and different methods of resuscitation. 

Liver puncture. 

Deliberate septic infection. 

Excision of parts of the body. 

Experimental operative surgery—Noi-indi 
cated operations, for instructional purpo a. 

Exposure to gas and other chemic Is fa 
varying periods and results checked by a fops; 

Methods of “mercy killing,” gas, benz ne i:I 
jections, cremation of semi-moribund indl 
viduals, etc. 

There is also evidence that certain docto; s havl 
taken part in the preparation of the means f wail 
fare or have placed their medical knowledgi at til 
disposal of others concerned with such p epanl 
tions. 

Allegations have also been made that ertai| 
German doctors took part in projects for b eteriil 
warfare. The U.N.W.C.C. reports that positiJ 
information on the subject is very limited, possibll 
owing to the destruction of most of the ev dentil 
It may be concluded from the evidence n til 
Nuremberg Trials that from 1942 onwards M 
searches were being carried out in Germany undfl 
the complete direction of the higher Nazi a thor.l 
ties, by specialized medical personnel, into methcij 
of bacteriological warfare, and that the g eat* 
secrecy was being observed in connection will 
them. 

The Soviet Extraordinary Commission esta* 
lished that the Germans took deliberate steps® 
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spr .1 typhus among the Soviet population and 
the Red Army. If this is so, it is reasonable to 
ass im that their plans were made with the advice 
of medical experts. 

A Solemn Condemnation 

I Having considered this evidence and the state- 
rnenv made to the General Assembly by medical 
rep c ntatives of countries which had been occu¬ 
pied the Germans and by doctors who had 
pei ionally experienced German brutality, the 
Wo Medical Association endorses the judicial 
aiti' . ;iken to punish those members of the medi¬ 
cal Session who shared in the crimes and it 
sot ily condemns the crimes and inhumanity 
con ted by doctors in Germany and elsewhere 
ago human beings, both during the Second 
Wo War and in the years preceeding that war. 

The Essence of the Crimes 
If . these crimes, vivid and repulsive to the 
im; ation as they still are and persistent though 
the affects may be, now belong to history, and 
the ictors of the world, having expressed their 
ind lion, must now consider how any repetition 
ma. ;e prevented. To arrive at a conclusion, it 
isln rssary first to consider what was the essence 
of criminality of the doctors who stand con- 
den by their fellows. The Council of the British 
Mei >,1 Association, in a statement submitted to 
the arid Medical Association, sums up the moral 
and ofessional offence as follows: 

It is clear that certain doctors carried out 

II a inhuman experiments both for the further- 

I a 'c of the war effort and for research in 
Id: aase. In the course of the experiments and 
li he application of their findings, they de¬ 
ll: crately killed persons politically undesirable 
It the regime in power. They misused their 

I I dical knowledge and prostituted scientific 
I research. They ignored the sanctity and im- 
I P tance of human life, exploiting human beings 
I both as individuals and in the mass. They be- 
I trayed the trust society had placed in them as 
I a profession. 

The doctors who took part in these deeds did 
I re 1 become criminals in a moment. Their 
| amoral methods were the result of training and 

I conditioning to regard science as an instrument 
jin the hands of the State to be applied in any 
(way desired by its rulers. It is to be assumed 
that initially they did not realize that the ideas 
of those who hold political power would lead 
to the denial of the fundamental values on 
Svhich Medicine is based. Thus, the care of 
the individual patient ceased to be the doctor’s 
primary aim and the humanitarian purpose of 
medical science was subordinated to the needs 

The reclamation of the German medical pro- 
fe&ion cannot be effective until the German doctors 


themselves acknowledge the iniquity of their con¬ 
duct and declare their determination to return to 
the time-honored traditions and ideals of medical 
practice. Astonishment was expressed in the Gen¬ 
eral Assembly of the World Medical Association 
that no sign whatever had come from Germany 
that the doctors were ashamed of their share in 
the crimes, or even that they fully realized the 
enormity of their conduct. The three Swiss doctors 
who reported on concentration camps write: 

When questioned after the defeat of Ger¬ 
many, many professors and others who had con¬ 
ducted the experiments in the laboratories had 
not the strength of character to maintain their 
former attitude. The only excuse they gave 
was that of a child caught misbehaving itself, 
“We were only obeying orders,” or other forms 
of “It wasn’t I,”—which is lamentably true, at 
least in part. But what was most repugnant in 
this capitulation was that there was no con¬ 
fession of weakness, still less any expression of 
regrets or remorse. 

An Invitation to the German Profession 

German doctors have now had more than two 
years in which to think over their conduct, and it 
may be that there is a latent desire among them, 
perhaps more especially among young doctors, to 
rehabilitate themselves in the eyes of the world. 
A formal solemn declaration by a representative 
organization of German doctors to the World 
Medical Association, which represents national 
medical associations throughout the world, would 
seem to provide the German profession with an 
opportunity of giving a promise of their future 
good behavior. The General Assembly of the 
World Medical Association approved the following 
statement which it offers to the German profession 
for endorsement and signature: 

“We, as the accredited representatives of the 
organized German medical profession, hereby 
acknowledge the participation of certain Ger¬ 
man doctors, both individually and collectively, 
in numerous acts of cruelty and oppression, and 
in the organization and perpetration of brutal 
experiments on human beings without their 
consent. We acknowledge that in performing 
these acts and experiments, which have resulted 
in the deaths of millions of human beings, the 
German medical profession has violated the 
ethical tradition of Medicine, has debased the 
honor of the medical profession, and has prosti¬ 
tuted medical science in the service of war and 
political hatred. 

We express our regret that no protest was 
made by the organized medical profession in 
Germany against the base uses to which it knew 
that medical knowledge was being applied, and 
we now place on record our condemnation and 
abhorrence of the crimes committed by mem- 
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bers of our profession in Germany and Eastern 
Europe since 1933. 

We hereby solemnly give our promise, 
through the World Medical Association, to the 
medical profession throughout the world never 
again to participate in or permit such a betrayal 
of Medicine. We undertake to expel from our 
organization those members who have been per¬ 
sonally guilty of the crimes referred to above, 
or who are not willing to promise to maintain 
a high standard of professional behavior in the 
future. We will exact from all our members a 
standard of conduct that recognizes the sanctity, 
moral liberty, and personal dignity of every 
human being.” 

Since this statement was issued there has come 
to the attention of the World Medical Association 
a declaration purported to come frbm the physi¬ 
cians of Western Germany. 

“The German doctors and their professional 
organizations are aware of the fact that the crimes 
committed against humanity by a number of Ger¬ 
man physicians have destroyed their professional 
reputation throughout the world. 

“The committee of the Chambers of Physicians 
of Western Germany has taken the following 
actions: 

1. Since June 14, 1947, every doctor on ob¬ 
taining his license takes the Hippocratic Oath 
as revised by this group. 

2. On October 18, 1947, a resolution was 
passed condemning all crimes against humanity 
and all the German Physicians who had par¬ 
ticipated in the war crimes against humanity. 

3. On November 29, 1947, the committee re¬ 
quested the German government to re-instate 
to full medical rights, as soon as possible, all 
those physicians who had been deprived of 
those rights by the National-Socialistic govern¬ 
ment for reasons of race, religion or politics.” 

Resolution of the Medical Chambers of Western 
Germany Concerning the Nuremberg Trials 
“The German medical profession, along with 
the peoples of the whole world, were aghast to 
learn of the actions which were the basis of the 
Nuremberg trial of doctors. The German medical 
profession as a whole mourns for the victims 
sacrificed by a despotic regime which availed itself 
of science as one of its instruments and was as¬ 
sisted in so doing, by doctors. The doctors deeply 
regret that men out of their own rank committed 
such horrifying crimes. 

“Now that the trial is over, every doctor will 
receive a copy of the conclusions reached by those 
German doctors designated as observers to the 
trial, and will then be able to form his own 
opinions. It is possible to state that compared to 
the number of doctors working in Germany, only 
a very small number of members of the medical 


profession shared in these crimes. It is a pan 
of a despotic regime that a criminal minority jj 
entrusted with power over life and death. 

“The German medical profession is aware d 
the wider dangers which are engendered in % 
errors of a few. It wants to formulate basic prin- 
ciples for the present and the future. 

“Modern science cannot dispense with a com. 
plex machinery of research which is often in- 
comprehensible to individual doctors. From thi 
we conclude that the private interests of ; ledicil 
scholars (such as their quest for priority if dis¬ 
coveries) should take a secondary role who re net 
incisive methods are being tried, such expe menls 
to be submitted to a body of experts for th r con¬ 
sent. This body would also explain the sign icance 
of such experiments to the public before thi y wen 
tried on human beings. 

“The trial also served to demonstr, e tin 
danger of interference of government aut orities 
in medicine, since bureaucracies have no ontad 
with the problems of doctors in their rela< onship 
with their patients. It was the N.S.D. A.P. ad the 
army that tried to interfere with the free om o! 
the medical profession and to destroy it. I would 
be possible for foreign powers or the bure acracy 
of the social services to act in a like manne It is 
therefore, fundamental to preserve the ir ividu- 
ality and independent responsibility of the ioctors 
in medical activities. Society must guaran ee the 
doctor his sovereignty in his own field. In giving 
medical care, a doctor should not be subje ted It 
any orders or directives from governme t, but 
should live up to his knowledge of scien e ani 
professional standards of good conduct. 

“Doctors, with the exception of mem :rs d 
the medical services of the State and the pr essos 
of universities should be prohibited from be- ominj 
officials, since civil service status is incon >atibli 
with the right of self determination, w ich is 
the code of the medical profession. This ppliei 
especially to any medical work for military rgani- 
zations. The position of doctors within public 
health services and within publicly owned clinic; 
and hospitals should also be subjected h eta 
scrutiny. 

“After the experiences of the Nazi dicta orship 
the medical profession regards it as a duty If 
consider critically the effects on the medic 1 pro¬ 
fession of the present political and social condi¬ 
tions, which may imply the return of dangers 
similar to those of the Nazi regime. This ritical 
attitude is indispensable for the preservation oh 
fundamental professional freedom and public 
interest. 

“The German doctors are conscious of their duty 
for the welfare of their profession in all its man.' 
aspects. 

“Bad Nanheim, the 18th of October, 1941 








The Manitoba Medical Review 


209 


pril .949] 


r l The World Medical Association decided to ac¬ 
cept shis as a preliminary statement from the 
doctor of Western Germany and to inform them 
that toon as they have carried out the promises 
expres :d in their statement, and as soon as there 
J es : shed a recognized medical association, the 
World Medical Association will be glad to enter 
inti fi ther negotiations with them. 

Medicine and Society 

■ Th signing of this declaration is, of course, 
on l first step the German profession must take 
to K o the confidence of the rest of the world. 
Gei doctors and, indeed, the doctors of every 

I CO n! where there is a tendency for political and 
social octrines to develop at the expense of indi- 
vidu- responsibility, should bear constantly in 
mind he moral aspect of medical research and 
prai To quote again the British Medical As¬ 
soc i’s memorandum: 

Research in Medicine as well as its practice 
■ nr never be separated from eternal moral 
I v ies. Doctors must be quick to point out to 
It! r fellow members of society the likely 
lc: equences of policies that degrade or deny 
I fi amental human rights. The profession 
* be vigilant to observe and to combat de- 
I v pments which might again ensnare its mem- 
I b and debase the high purpose of its ideals. 

I T medical crimes committed in the late war 
I h e shown only too convincingly how medical 
11 vledge and progress, unless governed by 
I h anitarian motives, may become the instru- 
I n its of wanton destruction in the pursuit of 
I wav. 

The influence of Medicine throughout a na- 
is often under-estimated. Individually 
I the doctor is more than the exponent of medical 
I opinion and the technical expert. He is the con- 
•:!ant, the friend and the trusted adviser, and 
I Ids an influence far beyond the immediate 
balm of physical needs. Collectively the medi- 
I c; profession can cultivate throughout the 
I arid the growth of international amity.” 

Hl ie World Medical Association, which represents 
500.1 00 doctors, should be able to exert influence 
in m ntaining high professional standards in the 
countries of its member-associations. Through it 
the omraon responsibilities of doctors the world 
over to mankind and their common aspirations in 
the Teld of international friendship will find ex- 
pre :ion. It provides a channel for the interchange 
of information and ideas and for personal contacts 
between representative doctors in the different 
countries. Resolutions of its General Assembly 
sho Id afford, on the one hand, moral support for 
national associations whose members may be ex¬ 
periencing a conflict between material interests 
ant 1 professional duty, and on the other hand, a 
warning to doctors who are in danger of allowing 
themselves to be lured from the path of duty. 


The Teaching of the Student 

A good deal of responsibility devolves on the 
teachers of medical students. They must see that 
their teaching is permeated with the ideals of 
Medicine. They must help their students to honor 
the traditions of Medicine and to absorb its humani¬ 
tarian purposes—the succour of the bodily and 
mental needs of the individual irrespective of class, 
race or creed; the cure of disease; the relief of 
suffering; the prolongation of human life; and the 
prevention of disease. In a word, the ultimate aim 
of medical practice must be, as the World Medical 
Association puts it in the list of its own objects, 
“to assist all peoples of the world to attain the 
highest possible level of health.” The prospective 
doctor should be taught by both precept and prac¬ 
tice, that this aim must be pursued by the scientific 
method coupled with the spirit of charity and 
service. 

Back to Hippocrates 

It used to be the custom for every doctor on 
graduation or on receiving a license to practice 
medicine to take the “Hippocratic Oath.” In many 
medical schools, however, this custom has fallen 
into disuse or has become a mere formality. The 
World Medical Association believes that the 
restoration of the taking of the Hippocratic Oath 
or of a suitable modern substitute as a serious 
part of the graduation or licensing ceremony 
would help to impress on newly-qualified doctors 
the fundamental ethics of medicine and to raise 
the general standard of professional conduct. 

Although the forms of medical practice may 
change, and new medical knowledge become avail¬ 
able, the spirit of the Hippocratic Oath endures, 
and it may, in every age and in every country, be 
accepted as the foundation of the conduct of every 
medical practitioner. It enjoins: 

The brotherhood of medical men; 

The motive of service for the good of 
patients; 

The duty of curing, the greatest crime being 
co-operation in the destruction of life by mur¬ 
der, suicide, or abortion; 

Purity of living and honorable dealing; 

Professional secrecy for the protection of 
patients; 

Dissemination of medical knowledge and dis¬ 
covery for the benefit of mankind. 

It is desirable that a uniform promise should 
be devised to be administered in every country to 
all practitioners when receiving authority to prac¬ 
tice. The Association considered several different 
forms of undertaking in use in various countries 
and it recommended for the consideration of uni¬ 
versities and licensing authorities the adoption of 
the following or a similar promise: 

"At the time of being admitted as Member 
of the Medical Profession 

I solemnly pledge myself to consecrate my 
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life to the service of humanity; 

I will give to my teachers the respect and 
gratitude which is their due; 

I will practice my profession with conscience 
and dignity; 

The health of my patient will be my first 
consideration; 

I will respect the secrets which are confided 
in me; 

I will maintain by all the means in my 
power, the honor and the noble traditions of 
the medical profession; 

My colleagues will be my brothers; 

I will not permit considerations of religion, 
nationality, race, party politics or social stand¬ 
ing to intervene between my duty and my 
patient; 

I will maintain the utmost respect for human 
life, from the time of conception; even under 
threat, I will not use my medical knowledge 
contrary to the laws of humanity. 

I make these promises solemnly, freely and 
upon my honor." 

In view of the recent war crimes and the con¬ 
tinued troubled state of the world, the giving of 
this promise by every newly qualified doctor 
should have a beneficial effect on his attitude to 
medical practice and its obligations. In the long 
run the common promise given by all doctors 


should afford a world-wide bond uniting them is 
a common service to humanity. 

Summary 

1) The World Medical Association solemn!; 
condemns the crimes committed against human, 
ity since 1933 by German medical practitioner* 
It endorses the judical punishment f such 
crimes. 

2) The Association invited a represe ntative 
organization of German doctors to mak> a pub¬ 
lic declaration acknowledging the parti* ipation 
of the German medical profession in pre-wi 
and war crimes and promising in the f rurett 
respect the personality, dignity and reedot 
of the human being. (See page 207). 

3) Eternal vigilance on the part of all doctor; 
and full recognition of the influence of l pdicint 
on society are necessary to prevent the recw 
rence of such crimes as have been cor mittei 
in Germany. 

4) The traditional aims and ethics o met 
cine should pervade the medical currici am. 

5) It is desirable that a uniform ath« 
promise based on the spirit and conter of tfe 
Hippocratic Oath should be subscribe to hi 
every medical practitioner on receiv ng hi 
medical degree or his license to practic Tfc 
Association, after considering various f rmso 
promises in its General Assembly, adop ed thi 
vow as given on page 209. 
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Milk Modifiers for Infant Feedii g 


Crown Brand and Lily White Corn Syrups ;re 
well known to the medical profession t a 
thoroughly safe and satisfactory carbohyd ite 
for use as a milk modifier in the bottle fee ng 
of infants. 

These pure corn syrups can be readily dige ed 
and do not irritate the delicate intestinal t act 
of the infant. 

Either may be used as a adjunct to any r ilk 
formulae. 

Crown Brand and Lily White Corn Syrups are 
produced under the most exacting hygienic con¬ 
ditions by the oldest and most experiei ed 
refiners of corn syrups in Canada, an assur; ice 
of their absolute purity. 

"CROWN BRAND" and 
"LILY WHITE" 

CORN SYRUPS 

Manufactured by 

THE CANADA STARCH COMPANY LIMIT t.D 
Montreal and Toronto 

For Doctors Only —A Convenient pocket calc a- 
tor, with varied infant feeding formulae emp) jy- 
ing these two famous corn syrups ... a scien fie 
treatise in book form for infant feeding . . . <na 
infant formula pads, are available on request, .'Iso 
an interesting booklet on prenatal care. Kindly 
clip the coupon and this material will be maileo 
to you immediately. 


THE CANADA STARCH CO. Limited 
Montreal 

Please send me 
q FEEDING CALCULATOR. 

[-] Book "CORN SYRUP FOR INFANT FEEDING." 
j-j INFANT FORMULA PADS, 
rj Book "THE EXPECTANT MOTHER." 
p] Book "DEXTROSOL." 
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EDITORIAL 


J. C. Hossack, M.D, 


Twelve Resolutions 

■ The lollowing twelve resolutions were adopted 
at Ge; va when the General Assembly of the 
World iedical Association met in September, 1948. 
They press the attitude of the profession toward 
the t : at of what is tantamount to enslavement. 
The ter word may appear to be too strong so 
far as ur own country is concerned. But it is 
not t- strong when applied to other countries 
vjlen State Medicine is the rule. In the United 
States medical leaders view the situation so 
seriot that they are urging every doctor to be¬ 
come supporting member of the United States 
Con tee of the World Health Association. The 
twe - ' esolutions should be before us whenever 

a if al health plan is being considered and the 
desn ity of any plan should be gauged by its 
c l0s< s to the ideas contained in the Resolutions. 
Hi aedom of choice of physician by the 
p4iet Liberty of physician to choose patient 
exci n cases of urgency or humanitarianism. 

intervention of third party between 
phyn n and patient. 

■3 here medical service is to be submitted to 
con! this control should be exercised by 

phy ns. 


z 

C.M. (Man.), Editor 

4. Freedom of choice of hospital by patient. 

5. Freedom of the physician to choose the loca¬ 
tion and type of his practice. 

6. No restriction of medication or mode of treat¬ 
ment by physician except in case of abuse. 

7. Appropriate representation of medical pro¬ 
fession in every body (official) dealing with medi¬ 
cal care. 

8. It is not in the public interest that physicians 
should be full-time salaried servants to the govern¬ 
ment or social security bodies. 

9. Remuneration of medical services ought not 
to depend directly on the financial condition of 
the insurance organization. 

10. Any social security or insurance plan must 
be open to the participation of any licensed phy¬ 
sician, and no physician should be compelled to 
participate if he does not wish to do so. 

11. Compulsory health insurance plans should 
cover only those persons who are unable to make 
their own arrangements for medical care. 

12. There shall be no exploitation of the 
physician, the physician’s services or the public 
by any person or organization. 


BOOK REVIEWS 


Murder Most Foul 

He me, someone has said, is everybody’s busi¬ 
ness At any rate everyone feels its cost if only 
irKhc taxes we pay for police protection and for 
the incarceration of wrong doers. But crime is 
also almost everybody’s amusement for, in quan¬ 
tity. detective fiction surely exceeds all other 
form of light reading if not, indeed, all forms of 
entc ainment. The cliche “crime does not pay” 
mus iherefore raise a smile on the faces of thou¬ 
sand of people who write, print, publish and sell 
detective tales or who are concerned with their 
prod ction on stage, screen or radio. 

*L is not our purpose to inquire into the reasons 
why . rime and criminals should so fascinate the 
law-abiding. The fact remains that they do, albeit 
the detective mystery is largely a battle of wits 
between author and reader or listener. We are 
intrigued by ingenious plots, fantastic situations 
and unexpected denouements. But we know that 
these are mere figments of imagination free from 
any “crude, pure facts, scereted from men’s lives.” 
In them there is no probing of men’s souls, no 


turning over of the sordid filth that rots therein, 
no backward search from the baneful fruit to the 
tainted seed which gave it birth. Yet there is the 
matter that we should contemplate, for the evil 
plant has roots and if we would turn our interest 
in crime to useful account we must bare and ex¬ 
plore these roots. 

An action is always logical to the doer of it, 
whether that action be the preparation of a 
poisoned chalice or the crude demand to “stick 
’em up.” In a sense, moreover, we are all instinc¬ 
tively criminals for the child makes no distinction 
between meum and tuum. In emotions and in¬ 
stinctive urges we differ not at all from the wrong¬ 
doer, but, unlike him, these we deliberately con¬ 
trol. Exercise of this control makes one man 
socially acceptable while failure to exercise it 
makes another anti-social and infects the com¬ 
munity with the plague of crime. 

Strangely enough the average criminal fails 
to realize his anti-socialism. He does not regard 
himself as the member of an anti-social group. His 
actions, however, grave and perverse are always 
logical to him and he expects the community also 
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to accept them as logical. The study of crimi¬ 
nology, therefore, is much more profound than 
appears upon the surface. Criminals form no 
group. Among themselves they are as diverse as 
are their victims because, like their victims, they 
are individuals governed by their personalities 
and motivated most often not by overt but by 
obscure reasons. 

Crime and the Mind 

This is not a discourse on criminology but 
merely an introduction to a review of three books 
—one small, two very large—whose common theme 
is crime. The small book, Crime and the Mind 
(219 closely printed pages) is written by Walter 
Bromberg, the former Director of the Psychiatry 
Clinic of the New York Court of Sessions. It is 
full of crude, pure facts secreted from the lives of 
hundreds of convicted criminals. Crime touches 
you too closely for you to ignore Bromberg’s grim 
story. He tells about the changing and unchanged 
attitudes of Society towards the criminal and of 
those of the criminal towards Society. There was 
a time when penal laws were terribly harsh and 
the attitude of Society towards ill-doers was 
notoriously cruel. He follows the development of 
the new approach from regarding the criminal as 
essentially subhuman to looking upon him as 
the agent of a twisted mind and to the search 
for a better understanding of the why of crime. 

Most of the book is devoted to consideration 
of individual criminals ■— to the personality 
types and to the stories behind the stories of their 
misdeeds. There is abundance of illustration. 
Major and minor crimes of all sorts and traced to 
(for the uninitiated reader) the most unexpected 
sources. Even to the offenders themselves the 
fons et origo of their offences were revealing. 
These glaring, pathological examples of man’s be¬ 
haviour give strong emphasis to Pope’s assertion 
that T he proper study of mankind is man. From 
a consideration of the pathological we gain in¬ 
sight into the normal and so in this study of Crime 
and the Mind we can, all of us, learn not only 
much about criminology but a good deal also about 
people as a whole. 

t Crime and the Mind, an Outline of Psychiatric 
riminology, by Walter Bromberg, M.D. Formerly 
Director, Psychiatric Clinic, Court of General 
Sessions, New York, N.Y., and Senior Psychiatrist, 
Bellevue Psychiatric Hospital, New York. J. B. 
Lippincott Co., Montreal. Price, $5.50. 

Case Histories in the Psychopathology of Crime 
The large volumes are entitled “Case Histories 
in the Psychopathology of Crime” and form 
volumes III and IV of a series. Each is large (over 
800 pages) and each rel°tes in most detailed fashion 
the story of four criminals. Each offender is put, 
as it were, under the high power of a microscope. 
Each history is exhaustive. Each is a biography 


which reveals not only the major events of anil 
spent life but probes into its most intimate detail 
The facts are often revolting, and bestial, but the 
are facts and without them the story would l 
incomplete. The information in each exampl 
was gathered in many ways—by interrogate 
from police records, by analysis, by written state 
ments of the men themselves. The gather ng •;> 
a long and slow process and demanded on ;he ps 
of the criminal a feeling of trust in the investigate 

The purpose of these studies is to lay bai 
the minds of those who fall foul of the lav . On) 
in that way lies progress in the control o crin 
The studies are extraordinarily complete and eat 
is as illuminating as, even more so than, the amilit 
clinico-pathological conferences. Only here ft 
author deals essentially with feelings rather ths 
with organic changes. How can feelings whit 
reveal themselves in abnormal actions be iirecli 
into useful channels? That is the probem tl 
author seeks to solve. A crude statemen of fit 
is far less valuable than an intimate study of fee! 
ings for we cannot approach a solution of tli 
most serious problem unless we have ar unde 
standing of the basic emotional causes v rich j 
into the making of criminal behaviour. 

For the ordinary medical reader the book 
revealing for it lays before his eyes picti es th 
not even his imagination could conjure up. K 
those whose work is among criminals- judge 
lawyers, social workers, penal officei —the 
volumes are essential reading. One is amazed! 
the patience and assiduity necessary on ' le pi 
of the author for the accumulation of th's mj 
of material. He interviewed the ch rads 
formally but often visited them in their ells; 
a doctor but also as an understanding visit r, eve 
as a friend. Onlv in that spirit of intimac v coal 
he get from them the facts and informatio whii 
forms the substance of these volumes. As fort 
books themselves I question if anything o a li) 
scale has ever been attempted before. C rtaiil 
nothing like it has been accomplished. 

4- Case Histories in the Psychooatho >gy i 
Crime, by Ben Karpman, Senior Medical Offia 
and Psychotherapist, St. Elizabeths Fospif 
Washington. D.C.: Medical Science Press. Was 
ington, D.C. Price $14.00 per volume. 

4^' Disability Evaluation, by Earl D. McBri le, B‘ 
M.D., F.A.C.S. (Fourth Edition). (Embo ies t 
Principles of Compensable Injuries). J. B. Lippi 
cott Co. $14.00. 

For the physician dealing with injuries coven 
by compensation this book constitutes a valual 
guide and an excellent reference. It is repl< te wi 
tables, photographs and diagrams, making fort 
treme clarity. The Index, which is such a valual 
part of any book, is fairly complete but could 
improved upon for speedy and easy reference. 
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ApnL 

Mfe el , an American publication, it deals neces- 
saril' v;th laws of that country where they apply 
to comp. nsable injuries. These differ considerably 
from tlm Canadian laws, and are therefore not com- 
pleJiy iplicable; nevertheless, they serve as a 
usefr. -le. 

Abo ; one-half of the book deals with stiffness 
(ank' los ) of the various joints and the various 
o fractures. This includes diagnosis, treat¬ 
ment ;-i i evaluation of disability. However, such 
other editions as the Industrial Back, Nerve 
Injur 1 ': Hernia, etc., are also dealt with and 

Injurk of the Eye and Ear are written through 
the [a: anee of Dr. Frank R. Spencer, Boulder, 
Colo 

Hi then, is a book written by a doctor who 
has h ide experience in dealing with industrial 
and e .ensable injuries and is well versed in the 
asser at of disability as a result of such injuries. 
Infoi ion gleaned from it may make for a more 
ration nd just appraisal of a workman’s disa- 
bilitj 1 he book consists of 667 pages, 80 tables or 
more 4 figures and a number of charts. 
- *• » »»- 

Notes by the Way 

Then re more abnormal hearts than diseased 

lung: a community, which suggests the ad- 
visab of studying the heart in routine fluoro- 

gran Such is the suggestion of G. Berenson in 
the k rican Journal of Public Health (38: 1564, 
1948} le admits the difficulties but stresses the 
advai ges of such study. 

D rrlis Intoxication may first reveal itself by 
neur cal evidences. These range from restless¬ 
ness I fatigue to coma and convulsions, and in¬ 
clude normalities of vision, mental disturbances, 
neur t in any site and paraesthesias. According 
to B; rman and Gutner (American Heart Journal 
36: 5 1948) 41% of the toxic manifestations of 

digit: many of which have had little or no 

ment in the literature, are revealed in some 
part ihe nervous system. 

^Be . nary artery disease is no more common 

amor ; doctors than in the general population. Its 
great frequency in men is less the result of their 
way )f life than of congenital changes in their 
vessc In the new-born male the coronary intima 
is ab mt three times the thickness of the same 
straiture in the female. In patients under forty, 
vasci : ]■ changes may be, and often are, confined 
to thi coronary arteries. Patients who suffer from 
diseg: js associated with high blood cholesterol are 
partlc jlarly prone to coronary heart disease but 
the I exact pathogenic significance of hyper¬ 
cholesterolemia is still undetermined. 

^■uberculosis appears to be on the increase, is 
on th- increase in the City of New York. There 
the figures show that 12% new cases were recog¬ 


nized during the first eight months of 1948. In the 
borough of Manhattan the increase was 17% and 
there was, further, an increase in the death rate 
of 4%. In Boston, also the figures were up 15%. 

Amebiasis must be more common than we 
realize if it be true that 8% to 10% of the popula¬ 
tion of the United States is chronically infected. 
Typical symptoms occur in only 10% of those in¬ 
fected but the symptom-free are potentially 
dangerous. Laboratory diagnosis is not easy for 
it requires experience and also refinements in 
technique which are not commonly applied. Clini¬ 
cally, the chief clue is the presence of vague symp¬ 
toms referred to the alimentary canal. Persons 
who have been overseas, especially in the East, 
and who have such complaints may well suffer 
from amebiasis. 

If you live till you are 65 you have a better 
than ever chance of reaching 80. According to the 
Metropolitan Life Insurance Company one out of 
every fourteen persons in the United States is 
sixty-five years old. A century ago the proportion 
was only one in forty. Of those now sixty-five 
three out of five men and two out of three women 
will reach their seventy-fifth birthday, and the 
survivors of that age can look forward on the 
average to a further eight years of life. 

Dental destruction and Vitamin C intake go 
hand in hand when the source of the vitamin is 
lemon or orange juice or ascorbic acid. By placing 
extracted teeth with beginning cavitation in a solu¬ 
tion of citrus juice or ascorbic acid disintegration 
of the enamel could be observed. Similarly af¬ 
fected teeth showed no deteriorative change when 
kept immersed in solution of sodium or calcium 
ascorbate. This suggests that one of these salts 
should be prescribed in place of the acid when 
tooth decay is present or its prevention is to be 
assured. The experiments and their results are 
described by Ruskin, Merrill and Ruskin in the 
American Journal of Digestive Diseases (15: 302, 
1948). 

- *m » - 

Obituary 

Dr. Leon Georges Benoit 

Dr. Leon Georges Benoit, of Norwood, died 
on February 19, aged 67. Born in Montreal, he 
graduated from Laval University in 1905 and four 
years later he came to St. Boniface where he con¬ 
tinued to practise till his death. He was attend¬ 
ing physician for the St. Boniface Old Folks Home, 
the Grey Nuns Provincial House, St. Boniface 
College, St. Boniface Juniorate, the Oblate Sisters 
Provincial House. 

Dr. Benoit was a fourth-degree member of the 
Knights of Columbus. He is survived by his widow 
and two daughters. 
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ANTI-MEASLES SERUM 

(Irradiated) 


FOR MODIFICATION OR PREVENTION OF MEASLES 


Human serum prepared from the blood of healthy adults so as to 
involve a pooling from a large number of persons may be used effectively 
either for modification or prevention of measles. 


Modification is often preferable since it reduces to a 
minimum the illness and hazards associated with measles, 
but does not interfere with the acquiring of the active and 
lasting immunity which is conferred by an attack of the 
disease. On the other hand, complete prevention of an 
attack of measles is frequently desirable, and can be 
accomplished provided that an ample quantity of serum 
is administered within five days of exposure to the disease. 

Serum supplied by the Connaught Medical Research 
Laboratories is irradiated so as to minimize the occurrence 
of homologous serum jaundice. 


HOW SUPPLIED 

Irradiated Anti-Measles Serum, pooled and 
concentrated, is distributed by the Lab¬ 
oratories in 5-cc. rubber-stoppered vials. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 

University of Toronto Toronto 4, Canada 


Depot jot Manitoba 

BRATHWAITES LIMITED 

429 Portage Avenue. Winnipeg 
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Winnipeg Medical Society—Notice Board 


R. A. Macpherson, President 
T. E. Holland, Vice-President 


Reported by L. R. Coke. M.D. 

Next Meeting 
Friday, April 15th 


S. A. Boyd, Treasurer 
K. R. Trueman, Secretary 


Nominating Committee Report 

\t meeting of the nominating committee 
which as held in the Medical Arts Club Rooms, 
Man 1949, the following names were chosen 
as non ees for the term 1949-1950: 


sident: 


ice-President: 


retary: 


ustee: 


Dr. T. E. Holland 
Dr. J. S. Mclnnes 

Dr. E. S. James 
Dr. K. R. Trueman 

Dr. Sam. A. Boyd 
Dr. A. R. Tanner 

Dr. William J. Boyd 
Dr. Jack McKenty 

Dr. B. Dyma 
Dr. T. A. Lebbetter 


55■■ aed doctors will have to ask for a raise if 
theti hilar fee for the Winnipeg Medical Society 
is be d their means. This was the decision of 
the C' ncil of the Society at the February Meet¬ 
ing. 

A ter was read from a member who asked 
that Winnipeg Medical Society consider the 
poss ty of adopting a five dollar annual sub¬ 
scrip i from members who were not in practise 
and e not allowed to deduct the amount from 
their oss earnings for income tax purposes. A 
repo; the findings of a committee that met to 
consi this question last year was read and it 
was O' oided that no purpose would be served by 
furtl study of this matter. No consideration 
was oven to the fact that the regular Post- 
Grad?: te travels of most of those on salary makes 
then, iss a proportion of the meetings whereas 
exisi income tax regulations ensure the possi¬ 
bility a full attendance of the doctors practising 
individually. 

T! physicians were largely absent and more 
large blamed by Professor D. C. L. Bingham in 
his [lecture on Carcinoma of the Colon. The 
caeci n and ascending colon are part of the Mid- 
Gut. Sixty per cent of patients with cancer of the 
right colon come to the doctor with dyspepsia. 
Another thirty per cent have symptoms related to 
the anemia of intestinal bleeding. A year usually 
lapsi from the onset of symptoms to the time of 
operation. The physician more than the patient 
is re? nonsible for this loss of time. 

Parents with cancer of the left half of the colon 
usual y notice a change in their bowel habits. With 
improved X-ray methods, digital and sigmoido- 


scopic examination have not lost their importance. 
Professor Bingham said that the liberal use of 
blood, the sterilization of the bowel contents be¬ 
fore operation with antibiotics in all cases in which 
the faecal stream continues to move, together with 
a two surgeon technique for the abdomino-perineal 
operation makes many cases previously considered 
inoperable, amenable to surgery. 

At a special meeting on the seventh of March 
the Winnipeg Medical Society heard Dr. A. J. 
Cipriani speak on the use of radio-active isotopes 
in medicine. Isotopes are considered most valu¬ 
able in biological research at the present time. 
Radio-active carbon, phosphorus and iodine are 
available for research. It is assumed that tissues 
do not distinguish the radio-active atoms and that 
these and the ordinary atoms are metabolized in 
proportion to their availability. Dr. Cipriani 
stressed the experimental nature of human trials 
with isotopes and the present lack of antidotes in 
instances of overdosage. It was apparent that he 
did not agree with the suggestion put forward at 
the meeting of the Winnipeg Medical Society in 
April, 1947, that radio-active iodine would soon 
replace both propylthiouracil and surgery in the 
treatment of hyperthyroidism. 

The next meeting will be held in Theatre “A” 
of the Medical College on the eighteenth of March. 
Dr. N. P. Merkeley will speak on Reconstructive 
Surgery of the Hand and Dr. A. Gibson will speak 
on the use of the Vitallium Cup in Arthritis of the 
Hip-Joint. 

REMEMBER 
Winnipeg Medical Society 
BENEVOLENT FUND 

Subscriptions may be sent to 
G04 Medical Arts Building 

New Drug on Prescription Only 

Ottawa, Feb. 28.—Hon. Paul Martin, Minister 
of National Health and Welfare, announced today 
that it had been found necessary to add to the list 
of drugs to be sold only on prescription, Tetrae¬ 
thylthiuram disulphide, commonly known as Anta¬ 
buse or Abstinyl. 

He pointed out that this drug, which is very 
potent, will be available on the Canadian market 
almost at once, and that, in view of its effects, had 
to be restricted as to sale. 
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NOW CONTAINS VITAMIN < 


Now that Wyeth research has developed processing 
and packing technics that make it possible to stabilize 
ascorbic acid in milk products. Vitamin C has been 
added to S.M.A. So well fortified is S.M.A. that, when 
prepared according to directions, it provides a mini¬ 
mum of 60 mg. of ascorbic acid per quart for at least 
24 hours. The S.M.A. formula closely approximates 
mother’s milk ... is well suited to modification for 
special feeding problems. 




Registered Trade Mark 

JOHN WYETH & BROTHER (CANADA) LIMITED • WALKERVILLE, ONTARIO 
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SOCIAL NEWS 


Reported by K. Borthwick-Leslie. MJ5. 


|Wei: me home to Dr. and Mrs. “Bob” Tucker. 
Botl: h e been doing excellent work in England 
during le war and since. Bob was demobilized 
in 1945. He attended the University of Liverpool, 
attainir his Surgical Degree, then eighteen months 
in Ri se ch work on the Blood Supply of the Head 
an? Ne : of the Femur with early diagnosis of 
avasc bone necrosis—then Orthopedic Registrar 
at the i eston Royal Infirmary—Home to Winni¬ 
peg wh e Bob is now associated with Dr. Alex¬ 
ander t ison. We will be hearing more from him, 

! espei i re the Research Work results. 

♦ 

Mel ne home too, to Drs. Catherine and Edgar 
Thou recently returned from Post Graduate 

work England. I haven’t had much chance to 

talk to otherine (MacDonald) Thomas, but am sure 
she! b ght back other souvenirs, beside the 
Siam v kitten pictured with her. 

♦ 

Interesting too were the pictures of Mrs. Byron 
Unk; and boys who will soon be joining Dr. 
Byro: New Orleans. They are all recently re¬ 

turn i room P.G. work in England. Byron will be 
assoc d with Dr. Guy Coldwell, president of 
the A ican Academy of Orthopedic Surgeons. 

♦ 

No onder Jack McKenty wanders about with 
that ug detached air! He is probably per¬ 
petual mentally patting himself on the back be¬ 
cause of that most attractive and popular daughter, 
Betty ne. She was awarded the Zeta Tau Alpha 
cup, a token awarded to the outstanding sorority 
worn i of the U. Campus, both in academic record 
and ra-curricular activities.—Congratulations, 
Jack 

♦ 

D lien Douglas, who spoke at the first meet¬ 
ing o l oe U. Women’s club in the Ralph Connor 
Housi in 1939, had the honor of speaking and cut¬ 
ting tic 1 birthday cake at the anniversary party last 
week The Club was organized forty years ago 
and incorporated in 1939, when the clubhouse was 
purchased. 


Dr. and Mrs. Art Childe have returned, looking 
tanned and healthy, from a month’s—sorry, three 
weeks tour through the Eastern States as far as 
Key West. Art thinks 80 deg. during the day and 
70 deg. at night is not hard to take at all, at all. 
Their first week was spent in Chicago, attending 
meetings. Sort of making the trip look official and 
scientific! 

♦ 

Then to make us feel better about our 20 below 
blizzard, our photogenic friends, Drs. W. J. Wood 
and “James” Adamson—(Who is He?), Major 
Smellie and, according to “Time”—Harry Lewis 
were flying to the far North on that urgently 
scientific mercy flight. Hats off to them—Good 
work. 

♦ 

McGill graduates of 50 years standing, to be 
introduced at a McGill luncheon in honor of Presi¬ 
dent Gillson, were Drs. C. A. McKenzie and Thomas 
Turnbull. 

♦ 

Dr. and Mrs. Quentin Jacks have returned from 
Vancouver, combining a winter holiday with work. 
Quentin attended a course on the recent advances 
in general practice. 

♦ 

Dr. Ida Armstrong, accompanied by her mother, 
who will be celebrating her 80th birthday soon, 
has returned to Winnipeg from holidaying in 
Bermuda—while across our continent Dr. and Mrs. 
A. Hollenberg dock at Victoria, after spending 
some weeks in Australia. 

♦ 

Harriet Duff Smith is a smart woman! Address¬ 
ing a meeting of the Canadian Literature Club in 
Toronto recently, what did she do? She chose Dr. 
Harold Waldron’s work at Vita as her topic and 
she gave him a well deserved build up! 

♦ 

Dr. and Mrs. Rod Chadwick announce the birth 
of their daughter, Saxon Lee, February 25th, 1949, 
at Hong Kong. 


^Congratulations to Dr. and Mrs. W. Karlinsky, 
of Eir .rson, Man., on the birth of a daughter, 
Karen Susan, on March 18th, 1949, at the Winnipeg 
Gene al Hospital. Also to Dr. and Mrs. Joseph 
Broo! of Beausejour, Man., congratulations on the 
birth of their daughter, Carolyn, on March 20th, 
at St Boniface Hospital 

♦ 

Di and Mrs. W. H. Ostapovitch, of Holland, 
Man. announce the arrival of Linda Rae on March 

2nd, 1949. 


Dr. and Mrs. Robert Beamish are receiving con¬ 
gratulations on the birth of red haired (so I am 
told), 10% pound Catherine Margaret on March 
15th, 1949. Bob, you will be thankful for that P.T. 
in the army when you do your share of walking 
the floor with her. 

♦ 

It was a shock to his many friends and 
associates here, to learn that Dr. J. A. MacKenzie, 
of Winnipeg, Carman and Gretna, had died in 
Milwaukee. 
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For your safety and the safety of your 
personnel we have: 


Lead Protective Screens Protective Gloves 

Protective Aprons Lead Glass 

Lead Rubber Sheeting 




KELEKET 


7 *^ 



A self indicating instrument for 
detection of x- and gamma radia¬ 
tion; will keep a constant check 
on radiation intensity to which 
personnel is subjected. 


Our Planning Department is 
at your disposal for recom¬ 
mendations on the Protec¬ 
tive Lead Lining of walls, 
safe storage of Radium and 
Photographic materials. 



261 DAVENPORT ROAD — TORONTO 5 

MONCTON • MONTREAL • WINNIPEG • REGINA • CALGARY • EDMONTON • VANCOL'VE! 
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Reported by M. 


Highl its of a Meeting of the Executive 
Committee Held on Sunday, Feb. 20th 

■Fifteen Executive members and eight Associa¬ 
tion me. bers attended. 

Fedenl Health Grants—Two meetings of the 
Cental Departmental (Advisory) Committee were 
held on February 3rd and February 7th, when 
1 varie i rojects were submitted. Notification of 
approve i projects has been by means of press re¬ 
lease n Ottawa. 

f Va s sub-committees set up by the Executive 
are to . mtain a watching brief. 

Gr Insurance—Over three hundred contracts 
in foia Since it was not possible to contact all 
the :me ''bers in rural areas of the Province before 
the [end of January, applicants up to the age of 
fifty were accepted without evidence of in- 

surabi until the end of February. 

Fe9 axing Committee, Workmen's Compensa¬ 
tion card— Two meetings of this Committee have 
been - A1 and the Executive recommended to the 
Work Vs Compensation Board that the following 
accoi; be referred to the Fee Taxing Committee 
ofthi ssociation: 1. Where no fee is stated in the 
W.C.B ’ee Schedule; 2. Where request is made by 
the M ical Officer, W.C.B.; 3. Where the assess¬ 
ment made by the W.C.B. is in dispute by the prac¬ 
titioner concerned. 

ioba Medical Service —Approval was given 
to thi■ -emoval of any income limitation for sub¬ 
scribe: to the Manitoba Medical Service, with the 
recommendation that no extra billing be instituted. 

Report of Fee Revision Committee, M.M.A.- 
M.M. -A committee, under the Chairmanship of 
Dr. P H. McNulty, has been active since January, 
1948, reviewing discrepancies in the Minimum 
Schedule of Fees of the Association, and preparing 
suitai e standards for the application of the Fee 
Schedule by the Manitoba Medical Service. The 
comn ttee met on several occasions, spending 
many hours dealing with rules and fees. Several 
item: iot previously listed have been assigned one 
fee for the general practitioner and another for 
specialist care, thus eliminating to some extent 
the specialist differential. The voluminous report 
ofthi committee was presented and action taken 
byth- Executive Committee as follows: 

S- The Schedule of Fees and Rulings presented 
byth- Fee Revision Committee were recommended 
fofiinstitution by the Board of Trustees, Manitoba 
Medical Service, at such date as the Board decides. 

2. TL Fee Revision Committee, M.M.A.-M.M.S. 
was requested to continue to function until March 
31st, 1949, to make such additions to the Schedule 


T. Macfarland, M.D. 

as were considered necessary. 3. The officers of 
the Executive Committee will, at the next meet¬ 
ing, suggest three names to be known as the Fee 
Committee of the Association, which Committee 
will be a power to hear appeals on all matters per¬ 
taining to fees, bring in recommendations to the 
Executive from time to time, and to hold office 
at the pleasure of the Executive Committee. Ac¬ 
cordingly, the Negotiating Committee of General 
Practitioners and Specialists was relieved from 
further duties. With the agreed schedule for 
M.M.S. work a revised copy of the Minimum 
Schedule of Fees of the Association will be re¬ 
quired. 

Financial and Membership Committees —Action 
was taken to have the Association boncL changed 
from coupon bearer form to registered bonds. A 
satisfactory bank balance was reported since mem¬ 
bership fees collected as at February 14th, totalled 
462. 

Budget for Sections of the Association —Dr. A. 

T. Gowron, President of the General Practitioner’s 
Section, appeared before the Executive to inquire 
concerning the policy of and recommendation from 
the Executive Committee to various District Medi¬ 
cal Societies and Sections which require fees to 
pay incidental expenses. The Executive Commit¬ 
tee is on record favouring the raising by sections 
of funds which may be required for their own ac¬ 
tivities. The Association undertakes to carry out, 
for these groups, such secretarial work as the 
facilities of the office will permit. 

Legislation —Dr. Ross Cooper, Chairman of the 
Committee of Fifteen, and Dr. J. S. Poole, Chair¬ 
man of the Legislative Committee, C.P. and S., are 
charged with the responsibility of considering 
Legislation which may affect the medical pro¬ 
fession. Thus far, there has been no meetings with 
the Department of Public Health to review pro¬ 
posed legislation. 

Annual Report of the Cancer Relief and Re¬ 
search Institute —which was presented at the meet¬ 
ing of that body on January 28th, was mentioned 
by Dr. Goodwin, and recommended for perusal to 
all those who might be interested. 

Anaesthetists — Anaesthetists are anxious to 
work on a fee-for-service basis rather than on a 
contract with the hospital, and a group represent¬ 
ing only anaesthetists employed at one city hospital 
appeared before the Executive Committee. Ap¬ 
proval of the principle and agreement to support 
any group of the profession who desire to work 
on a fee-for-service basis rather than as salaried 
employees of an institution was given to this group. 
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Correspondence From the Canadian Medical 
Association —The Secretaries' Conference will be 
held in conjunction with the Annual Meeting at 
Saskatoon during the week of June 13th and the 
C.M.A. will continue their former financial 
arrangements with the Divisions. A copy of "The 
Master Plan for Hospital and Related Facilities in 
New York City" was referred to the Committee on 
Hospital and Hospital Construction, Federal Health 
Grants. A communication from the C.M.A. for 
approving the principle of the general plan of 
Blood Transfusion Service sponsored by the Cana¬ 
dian Red Cross Society, recognized that negotia¬ 
tions must be carried on with the specific local areas 
or hospitals concerned, therefore must be on a pro¬ 
vincial or local basis rather than on the national 
level. The contents of a letter, outlining the de¬ 
cision of the C.M.A. Executive Committee to in¬ 
augurate a public relations programme and the 
earmarking of a sum of $15,000 for the purpose for 
the calendar year, was considered timely. The 
plan visualizes key men appointed by each division 
to act with the Executive Secretary on the 
C.M.A. Public Relations Committee. The District 
Societies have been asked to nominate persons 
who have time and interest to give to this most 
important work. In response to several requests 
from the parent body, the following names were 
suggested as representatives to General Council 

C. M.A. which meets in Saskatoon: Drs. H. S. Evans, 
President; A. M. Goodwin, Honorary Secretary; M. 
T. Macfarland, Executive Secretary; J. R. Martin, 
R. W. Richardson, P. H. McNulty, A. T. Gowron, 
V. F. Bachynski, A. Hollenberg, C. H. A. Walton, 

D. L. Scott. Drs. A. S. Little and W. J. Boyd 
alternates, if necessary. 

Dr. J. Roy Martin, representative to the C.M.A. 
Executive, gave a comprehensive report of the 
meeting of that body which was held in Ottawa, 
February 4th and 5th. Dates were announced as 
follows, British Commonwealth Medical Council, 
Saskatoon, June 6th, 7th and 8th; C.M.A. Annual 
Meeting, June 13 to 17th inclusive, at Saskatoon; 
Manitoba Division, Annual Meeting, September 
19th to 22nd inclusive. Negotiations are being 
carried out whereby Newfoundland may link up 
with the Canadian Medical Association as soon as 
the union with Canada becomes effective. Other 
matters dealt with at some length were the pro¬ 
posal of the Department of Veterans’ Affairs to set 
up a Pilot Plant at Sunnybrook Hospital, Toronto, 
for the treatment of D.V.A.-entitled and civilian 
sufferers from arthritis. A plan of prepaid medi¬ 
cal care whereby a veteran or his dependents 
might be treated in D.V.A. hospitals was also dis¬ 
cussed. 

In this review, highlights only have been 
touched, but tend to show the interest which 
prompts members of the profession to devote a 


perfectly good Sunday afternoon on behalf of tl 
profession at large. The Executive Commit! 
must look to the Association for backing on mi 
ters where far-reaching decisions have been mai 
necessary by the urgency of the situation 

Crippled Children Grant 

Manitoba’s share of this grant is $31,4 5 3.00]* 
annum. This money is not handed over to S 
Province in a lump sum each year to be spent 
any way we see fit. Plans must be made howl 
spend it wisely and so as to benefit the great* 
numbers. Projects are then prepared and sni 
mitted to the Dominion Government for pprovi 
If approved, the programme can be proceeded wil 
and each month bills are submitted to Ottawa! 
recover the money already spent. 

It is quite obvious that $31,453.00 per ear* 
not pay for examining, treating and reha ilitatii 
all the crippled children in Manitoba. ’larni 
then must be carefully done so that chit ren i 
be cared for from families who cannot ffordl 
pay for treatment. 

The Dominion Government, for the pu poses 
the grant, originally defined a crippled child 
“a person not over eighteen years of age, wl 
because of disease, accident or inherited efecf 
restricted in his normal muscular movem it.” H 
age limit has been extended up to tv nty-o 
years. This definition is quite broad bu fort) 
present at least does not include such di eases 
epilepsy, heart disease and rheumatic fever, 
does include squint, harelip and cleft p. ate a 
plastic surgery after burns. A portion oi he ft 
annual grant will be used to establish the crippli 
children’s registry or. a permanent basis; ringi 
to date existing information, which will be us 
for a more exhaustive survey; procure the servia 
of a nurse trained in crippled children s wori 
provide expenses for two physicians to vi 
centres where this work is already organi ed;pi 
vide opportunities for specialist examination 
various centres throughout the province, and 
assist in providing treatment for those in M 
of such help. 

The Minister of Health and Public Wells 
the Honourable Ivan Schultz, requested ti e Mai 
toba Medical Association to appoint a Medii 
Advisory Committee to advise the Depart nenii 
the implementation of the medical aspects oft 
programme. The members appointed are Docti 
Wallace Grant, George H. Ryan and Duncan Cn 
This committee is keenly interested in hie pit 
ning and operation of the programme. ThiscJ 
mittee had its first meeting with represi-ntatii 
of the Department on March 2nd, 1949. 

The information already available thr ugh I 
crippled children’s registry showed 1,717 child! 
registered. Sufficient data had been obtained 
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888 to indicate that approximately 320 of these 
neecie ■ xamination for the purpose of arriving at 
! liagn. sis and recommendation as to treatment. 
Prelim my investigation is continuing on the re¬ 
main;:.g 829 children. 

' The next step in the programme is to have 
thest hildren examined and, as they are scattered 
all over Manitoba, it is a problem. It has been 
re|omn ided that the best method of getting 
this dm - will be by holding organized clinics 
w hei ,e children will be examined by teams 
made i of pediatrists and orthopedists. A list of 
the ph; ians in the respective specialties will be 
procure through the Executive of the Manitoba 
Medica. Association, and these physicians will then 
befeppi ched as to their availability to act on one 
oflhes xamining teams. 

jfepe list examinations in other fields would 
bein' ;ed for as indicated. Clinics will be held 
inBiosp als, if at all possible, so that X-ray and 
laboraf v facilities will be available. The greatest 
numbt: of clinics will be held in Winnipeg but it 
is plan :ed to hold one day clinics at various 
centn a the Province starting about May 15th. 
Clinic m members will be paid an honorarium 
on a p' diem rate agreed upon and will be paid- 
out-of ket expenses when travel is necessary. 
Al|ci ied specialists in these fields will be given 
anpppi unity to take part. It is felt that complete 
exan ion of this known group should be pro¬ 
ceeded ith as quickly as possible in order to 
indie at- vhat problem there may be in respect to 
treat nent. 

.40r.i iust determine the persons most urgently 
in peed of treatment, those who will receive the 
greatest benefit and those who can afford to pay 
forlthr treatment and those who will require 
some nancial assistance. 

■Thi Department of Health and Public Welfare 
is interested in carrying on a broad general pro¬ 
gramme regarding crippled children so that no 
group will be missed nor will any group receive 
speci a] attention more than its due. A voluntary 
orgai : ation is paying special attention to spastics 
and examination of those between the ages of three 
and ten years is now being arranged and will 
likely commence at the Children’s Hospital about 

I Match 9th. 

pin Crippled Children Grant in this province 
will be used to ascertain the need that is to be 
met and the best method of meeting it. It is 
reepenized that the condition of many crippled 
child-en is such that no remedial treatment is of 
much value; that there are many cases where the 
results of treatment are not at all commensurate 
with the large costs involved as far as practical 
results are concerned; that the intelligent use of 
putflic funds in a matter such as this is to make 
available the major assistance to those cases where 


definite beneficial results can be obtained and 
where the children can be made useful and self- 
supporting members of society. The problem is 
such a large one that it will require the co-opera¬ 
tion of all concerned to secure successful results. 
This means that the Department of Health and 
Public Welfare, the medical profession and the 
parents of crippled children will have to co-operate 
in an effort to meet the needs of the situation. One 
of the most encouraging features is the interest 
manifested by the medical profession and the pub¬ 
lic generally, an interest that finds its basis in the 
needs of this group and is practical, well-informed 
and willing to make some sacrifices to meet those 
needs. D. H. and P. W. 

Brandon and District Medical Society 

A meeting of the Brandon and District Medical 
Society was held in the Nurses’ Residence of the 
Brandon Mental Hospital on Wednesday, March 
9th. Dinner was served at 7 o’clock and approxi¬ 
mately seventy guests sat down. Following the 
dinner the President, Dr. E. J. Skafel, welcomed 
the guests and commented on the gratifying at¬ 
tendance from areas outside the city at this time 
of year when the weather is uncertain. He intro¬ 
duced the guests: Doctors F. A. B. Sheppard, T. D. 
Wheeler, J. C. MacMaster and M. T. Macfarland, 
of Winnipeg. Dr. M. E. Bristow, Assistant Superin¬ 
tendent of the Hospital, extended a welcome to the 
gathering on behalf of Dr. Schultz, who was unable 
to be present, and introduced Dr. and Mrs. LeVann, 
Dr. and Mrs. Winchell and daughter, and men¬ 
tioned that Dr. and Mrs. Czubaty were unable to 
attend. Dr. D. R. Bigelow was complimented on 
his recent marriage, and Dr. J. G. Fyfe moved a 
vote of thanks to the Superintendent of the Hos¬ 
pital, the Superintendent of Nurses, Miss Wedder- 
burn, the Dietitian, Miss Thompson, and the Hos¬ 
pital Staff. Entertainment was provided for the 
ladies while the business and scientific session 
of the Society was in progress. Dr. J. B. Baker 
was named representative of the Society to the 
General Practitioners’ Association of Manitoba, 
Doctors F. K. Purdie and J. G. Fyfe were named 
to the Public Relations Committee of the M.M.A. 
Dr. F. A. B. Sheppard presented a paper on the 
subject “Chronic Duodenal Ulcer with Special 
Reference to the Hormonal Factor of Surgical 
Treatment” illustrated by charts and X-ray films. 
Dr. T. D. Wheeler outlined the history of the 
Manitoba Medical Service and the desired exten¬ 
sion beyond Greater Winnipeg. He made several 
cogent observations on the working of the National 
Health Service Plan in Great Britain as a result of 
his recent visit. A splendid discussion followed 
in which questions were answered by Dr. Wheeler 
and Dr. MacMaster. Altogether it was a very suc¬ 
cessful meeting. 
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Recommended Daily Allowances 
in Pregnancy and Lactation 



Vitamin A 

6000-8000 Int. Units 

Vitamin D 

400-800 Int. Units 

Thiamine Hydrochloride 

1.8-2.0 mg. 

Riboflavin 

2.5-3.0 mg. 

Nicotinamide 

18-20 mg. 

Pyridoxine Hydrochloride 

* 

Pantothenic Acid 

(as calcium pantothenate) 

* 

Ascorbic Acid 

100-150 mg. 


♦Requirements not established 




Exceptionally high potency 

* 

— and she’ll like them, too! 


The formula tells the story of the potency of Dayamin 
capsules, suggests their countless prescription uses. Wha> it 
doesn’t tell is how easy they are to take—being small, co orful 
and with a very pleasant bouquet, even a woman with a 
queasy stomach will find them agreeable. Your prescription 
pharmacy can supply Dayamin in bottles of 30, 100 and 250 
capsules. Abbott Laboratories Limited—Montreal. 


Abbott Dayamin 


Trade Mark Registered 


ABBOTT'S MULTIPLE VITAMINS 
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Department of Health and Public Welfare 

Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


1949 1948 Total 


Di .EASES 

Anter liomyelitis - 

hicki - 

Mphthena- 

Diphtk Carriers - 

Dysen: Amoebic --- 

Dysen Bacillary- 

grysipt - 

Encepi s - 

faflue; - 

tteasl - 

Measle: German _—__- 

Menin; cal Meningitis- 

Humps - 

Ophth a Neonatorum - 

Pneuc -Lobar- 

Puerp; ever- 

Scarlet ever- 

Septi re Throat- 

Small: - 

retan - 

Traci - 

Tube’ is --- 

Typh' ever- 

Typho aratyphoid - 

Typhcr arriers_ 

Undul Fever _ 

Whoo Cough- 

Gonoi - 

Syphi -- 

Diarrl and Enteritis, under 1 yr. 


Jan.30 to 

Jan.2 to 

Jan. 25 to 

Dec. 28,’47 to 

f 

Jan.2 to 

Dec. 28/47 

Feb. 26,’49 

Jan. 29,’49 

Feb. 21,’48 

Jan. 2'4,’48 

Jan. 29,’49 

Jan. 24/48 

0 

0 

0 

0 

0 

0 

137 

160 

274 

184 

297 

458 

6 

2 

1 

2 

8 

3 

2 

1 

0 

0 

3 

0 

0 

0 

0 

0 

0 

0 

2 

0 

0 

0 

2 

0 

1 

3 

1 

3 

4 

4 

0 

0 

0 

0 

0 

0 

10 

5 

3 

1 

15 

4 

711 

350 

43 

15 

1061 

58 

0 

5 

10 

10 

5 

20 

0 

i 

1 

0 

1 

1 

152 

148 

195 

110 

300 

305 

0 

0 

0 

0 

0 

0 

11 

5 

12 

7 

16 

19 

1 

0 

0 

0 

1 

0 

14 

16 

8 

11 

30 

19 

14 

0 

1 

0 

4 

1 

0 

0 

6 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

47 

15 

118 

17 

62 

135 

0 

0 

1 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

2 

0 

0 

0 

2 

0 

27 

5 

38 

56 

32 

94 

96 

97 

115 

91 

193 

206 

35 

37 

48 

38 

72 

86 

8 

5 

4 

6 

13 

10 


Foe eek Period January 30 to February 26, 1949 


I P- TZASES 

[ (W1 te Cases Only) 

•Apprc ate population. 

*743,000 

Manitoba 

906,000 

Saskatche 

3.825,000 

Ontario 

2.962,000 

Minnesot 

Anter/ oliomyelitis_ 

[Chickc pox .... 

. 137 

._. 8 

248 

3 

3275 

18 


_ 6 

1 

5 

19 


. 2 





. 1 

3 

11 






6 

Dysen; rv, Bacillary . 

Encepi litis ___ _ 

.. 2 


1 

2 




3 


Influenza - 

.. 10 

3 

150 

5 

Malari; _ 




5 

Measlc ___ 

Measles. German 

_ 711 

799 

36 

1422 

85 

307 

Mumps 

_ 152 

162 

1245 


Pneun nia Lobar 

Puerp< ai Fever 

. 11 

. 1 




Septic ore Throat ___ 

_ 4 

3 

18 


Scarlet Fever 

_ 14 

26 

367 

345 

Tuberculosis _ 

_ 47 

45 

105 

64 

Typh. : Para-Typhoid 


1 

5 


Undul; t Fever 

. 2 


11 

23 

Whooping Cough. 

.. 27 

51 

108 

5 

Gonorrhoea 

_ 96 


118 


Syphi]: 

. 35 


79 



DEATHS FROM REPORTABLE DISEASES 
For Four-Week Period January 26 to February 22, 1949 


Urban —Cancer, 53; Influenza, 1; Pneumonia Lobar (108. 107, 
109), 4; Pneumonia (other forms), 5; Syphilis, 3; Tuber¬ 
culosis, 6; Diarrhoea and Enteritis (under 1 year), 4; 
Hodgkin’s Disease, 3. Other deaths under 1 year, 16. 
Other deaths over 1 year, 197. Stillbirths, 16. Total. 229. 

Rural —Cancer, 34; Influenza, 1; Measles, 1; Pneumonia 
Lobar (108, 107, 109), 4; Pneumonia (other forms), 8; 
Syphilis, 1; Tuberculosis, 4; Whooping Cough, 1; Diarr¬ 
hoea and Enteritis (under 1 year), 3. Other deaths under 
1 year, 11. Other deaths over 1 year, 139. Stillbirths, 14. 
Total, 164. 

Indians — Pneumonia (other forms), 1; Tuberculosis, 1. 
Other deaths under 1 year, 2. Other deaths over 1 year, 
1. Stillbirths, nil. Total, 3. 


♦ 


Measles, Mumps and Chickenpox are quite prevalent but 
no more so than is to be expected with these very 
communicable diseases which occur in cycles. 

Diphtheria, with six cases reported, four of whom were in 
Winnipeg, is too many. This is a preventable disease. 

Influenza —Although only ten cases were officially reported, 
we are informed that this disease has been epidemic in 
some parts of the Province. We realize that filling out 
dozens of cards is a nuisance when one is busy and 
tired but if you have any pertinent information write a 
short letter. 


Venereal Diseases show no appreciable change in numbers. 
























































The Manitoba Medical Review 


[April, 




i 


)HUTTLEWORTH CHEMICAL CO., LTD. TORONTO, CANADA 
















I Apr 1 3491 

- : 


The Manitoba Medical Review 


225 


COLLEGE OF PHYSICIANS AND SURGEONS OF MANITOBA 


M. T. Macfarland, M.D., Registrar 


(Continued from March, 1949, Issue) 

1(6) Motion: “THAT the salary of the Treasurer 
be Fivi Hundred Dollars ($500.00) per year.” 
Hrried. 

(?) . .e following motion from the minutes of 
the met ng of the Finance Committee on Septem¬ 
ber 27, 18, was confirmed by Council: 

■ “TH -T in the event of the Registrar or one 
men. )' f the Finance Committee being unable to 
be pro: ot, that Miss Jean Allison be empowered 
to atter . the safety deposit box with the Treasurer, 
and th his motion be made retroactive to June 1, 
1948 (arried. 

1(8) otion: “THAT the janitor be paid Five 
Dollar 5.00) for his services.” Carried. 

Rep rts of Standing Committees and 
Their Consideration 

A. Executive Committee 

I Th Chairman, Dr. B. D. Best, reported that 
then d been no meeting of the Executive Com¬ 
mittee Id since the May Council Meeting. 

B. Registration Committee 
Th Chairman, Dr. B. D. Best, reported that 
there 1 been eleven meetings of the Registration 
I Comn. lee during the year, and that members of 
I (Mini : i had received the minutes. 
riHe Cited that the major problem of the Regis¬ 
tration 1 ommittee was the number of foreign ap- 
plicat 's. He said that all other provinces are 
havin: he same problem. If they are issued with 
an en; ng certificate, and pass the examinations 
of the ledical Council of Canada, they would be 
eligi 1 e to practice elsewhere. He thought that 
before n enabling certificate could be issued, each 
| docti would have to have the medical education 
equiv? < nt to that of the University of Manitoba. 
[JMotion: “THAT the report of the Registration 
Committee be adopted.” Carried. 

C. Education Committee 
|Di A. A. Alford, Chairman, presented the 
minutes of the meeting of the Education Commit¬ 
tee held October 18th, 1948. 

Motion: “THAT the report of the Education 
Committee be adopted.” Carried. 

D. Finance Committee 

■The Chairman, Dr. T. H. Williams, announced 
that there had been two meetings of the Finance 
Committee during the year. The one held on 
May 19th, was confirmed by Council the same day, 
and the one held September 27th, had been dis- 
cussm: at this meeting during Business Arising 
from Treasurer’s and Auditors’ Reports. 

Motion: “THAT the report of the Finance Com¬ 
mittee be adopted.” Carried. 


E. Legislative Committee 

The Chairman, Dr. J. S. Poole, reported that 
there had been no meeting of the Legislative Com¬ 
mittee held during the year. 

F. Library Committee 

The Statistics of the Library for the past year 
are attached. 

The Library Committee had under considera¬ 
tion the purchase of extra copies of certain books 
which will be sent out as package libraries to 
central rural towns thereby increasing usefulness 
of the Library to the doctors in rural areas. 

Statistics. 1947-1948 
Contents of Library: 

Books, Bound and Unbound Serials (Periodi¬ 
cals): The approximate number of volumes in the 
library, not counting the duplicate files of serials: 
1947-48, 16,093 vols.; 1946-47, 15,473 vols.; Progress, 
620 vols. Increase of 41% over the 1946-47 acces¬ 
sions. 

Serials (Periodicals) Titles currently received: 
1947-48, Titles 312, Duplicates 5, Total 317. 1946-47, 
Titles 278, Duplicates 5, Total 283. Progress, In¬ 
crease of 34 titles. 

Volumes added to Library by the College of 
Physicians and Surgeons grant 119 volumes. 

This is an increase of 96 volumes, or 41.73% 
over 1946-47. Many of these books were ordered 
during 1946, but owing to prevailing business con¬ 
ditions they were delayed in delivery. 

Circulation Statistics 

Borrowers: Physicians, City and Medical 
Faculty (Winnipeg and Suburbs). 

Session 1947-48, Number of Registered Physi¬ 
cians 505; Individual Borrowers 259; Percentage 
of No. Reg. 51.08%; Increase Individual Bor¬ 
rowers 5;- Total items Loaned: Books and Journals, 
4,519 or 41.68% of all loans. A decrease of 601 
items or 11.54% from 1946-47. 

Borrowers: Physicians, Rural (Manitoba). 

Session 1947-48, Number of Registered Phy¬ 
sicians 225; Individual Borrowers 25; Percentage 
of No. Reg. 11.11%; Increase Individual Bor¬ 
rowers, None; Total Items Loaned: Books and 
Journals, 209 or an increase of 24 items, or 12.97% 
over 1946-47. 

Registered Physicians, Winnipeg, 505; Faculty 
among above borrowing, 74 or 14.65%; Non-faculty 
among above borrowing, 185 or 36.63%. 

Respectfully submitted, 

Bruce Chown. 

Motion: “THAT the report of the Library Com¬ 
mittee be adopted.” Carried. 
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Re Grant to Medical Library Committee 

A letter was presented from the Chairman, 
Medical Library Committee, requesting the usual 
grant. 

Motion: “THAT the College of Physicians and 
Surgeons of Manitoba grant to the Medical Library 
Committee, the sum of Seven Hundred and Fifty 
Dollars ($750.00) for the year 1948-49.” Carried. 

G. Discipline Committee 

Dr. A. A. Alford, Chairman, presented the 
minutes of the meeting of the Discipline Commit¬ 
tee held October 18th, 1948. 

Motion: “THAT the report of the Discipline 
Committee be adopted.” Carried. 

Motion: “THAT the Discipline Committee be a 
committee to study changes in our disciplinary 
proceedings and report to the Council in May.” 
Carried. 

The Council considered that it would be neces¬ 
sary to make inquiries, and establish whether Dr. 

has been guilty of misdemeanor or incom¬ 
petence. It was also noted that Dr. - was 

in arrears two years in his annual fees. 

Motion: “THAT the matter be laid over until 
the special meeting of the Council in May, and a 
report be brought in again by the Discipline Com¬ 
mittee.” Carried. 

H. Taxing Committee 

No meeting of the Taxing Committee was held 
during the year. (Refer Registrar’s Report). 

Reports of Special Committees and 
Their Consideration 

A. Representatives to the Manitoba Medical 
Association Executive 

Dr. C. B. Stewart reported that he and Dr. 
Edward Johnson had sat in at most of the Execu¬ 
tive Meetings of the Manitoba Medical Association 
this year. He said that our association with the 
Manitoba Medical Association is very satisfactory, 
the present arrangements are working out very 
well indeed, and that the Liaison Committee is a 
definite step in the right direction. 

Motion: “THAT the report of the representa¬ 
tives to the Manitoba Medical Association Execu¬ 
tive be adopted.” Carried. 

Re Grant for Extra Mural Post Graduate Work 

A communication was presented from the 
Executive Secretary of the Manitoba Medical 
Association, requesting the usual grant for the 
purpose of extra mural post graduate work. 

Motion: “THAT the College of Physicians and 
Surgeons of Manitoba grant a sum up to Three 
Hundred Dollars ($300.00) to the Manitoba Medical 
Association for extra mural post graduate work.” 
Carried. 


[April, IS| 


B. Trustees of the Gordon Bell Memorial F us j 
Letters of resignation as Trustees of the Gordn 

Bell Memorial Fund were presented from Dr. 1 
G. Campbell and Dr. Wm. Turnbull, leaving j 
J. S. Mclnnes as the remaining Trustee. 

Motion: “THAT the resignation of Dr. W. ( 
Campbell and Dr. Wm. Turnbull as Trust, -s of ti 
Gordon Bell Memorial Fund be accepted.” Carrie 
Motion: “THAT Dr. J. M. Lederman be ip 
pointed a Trustee of the Gordon Bell Memori 
Fund.” Carried. 

Motion: “THAT Dr. Lennox G. Bell be appointf 
a Trustee of the Gordon Bell Memorial Fund 
Carried. 

C. Representatives to the Committee of Fifteen 
No meeting of the Committee of Fifteen hi 

been held since the May Council meeting 

D. Representative to the Committee on A issicc 
The method of selection this past \ ear wi 
essentially the same as the year before. A» 
called aptitude test was given to all appli nts.ll 
test being conducted by a central America authoi 
ity and the test used being that commc ly us 
by the Association of American Medical '.ollega 
Each applicant was required to pay a fee of $51 
to the examining body. In practice the suits i 
the aptitude test were not made use of a d selet 
tion was again entirely on the basis of m rks, 
It had been the intention of the Com itteei 
Selection to take 50% of the class from imonf 
the veterans but this it was unable to d . Eve 
giving the veterans a 10% differential e m 
only able to select 1/3 of the class frov amoi 
the veterans. It is probable that next y> r tha 
will be practically no veterans in the icomii 
class. 

Respectfully submitted 

Bruce Chowi 

Motion: “THAT the report of the repre. ?ntatii 
to the Committee on Admissions be adopted 1 
Carried. 

E. Representatives to the Medical Co ncil 
of Canada 

Dr. J. S. Poole and Dr. B. D. Best, your ref 
resentatives to the Medical Council of Canai 
attended the 36th Annual Meeting held in Ottawa 
September 15, 1948. 

Council met at 10 a.m. in Salon D of the Ihatei 
Laurier, and yours truly was officially and du! 
seated as a bona fide member of Council but a 
without some discussion regarding the product® 
of credentials. The matter was soon and happil 
settled, much to the amusement of your three p« 
vincial members. Reports of Executive and Fin® 
cial Committees and of the Registrar wi re re 
and discussed. It is of interest to note that o* 
10,000 doctors are now registered with the Can 
dian Council. 

(Continued in Next Issue) 









MEDICAL LIBRARY 


The University of Manitoba, Faculty of Medicine 




Recent Accessions 

From October, 1937, to October, 1948 

(Continued from March, 1949, Issue) 

General List 

fcch, :erbert. Index of differential diagnosis 
[of m n symptoms; 6th ed. 

■bright, 1945. 1128 p. 

|ell, nold. The child from five to ten. 
fcari 1946. 475 p. 

(ell, L. Developmental diagnosis; normal and 
tbno: al child development, clinical methods 
nd diatric applications; 2d ed. 
oeb- 1947. 496 p. 

sell. L. The embryology of behavior; the be- 
innir.g of the human mind; 2d ed. 
ar;: cl945. 289 p. 

esell L. The first five years of life; a guide 
o th study of the pre-school child, 
ui 1940. 58 p. 

[joldbc Benjamin. Clinical tuberculosis; 5th ed. 
Dav 1946. 2 v. 

I&ldbei er, Emanuel. Unipolar lead electro¬ 
card .rapin' including standard leads, unipolar 
\xtrci lity leads and multiple unipolar pre- 
cordLl leads. 

Lea : nd Febiger, 1947. 182 p. 

■nt, J. C. B. Atlas of anatomy; 2d ed. 

Williams and Wilkins, 1947. 496 p. 

Gray, K. G. Law and the practice of medicine. 
^Jyerson, 1947. 68 p. 

Hadfii b Geoffrey. Recent advances in pathology; 
^|th ed. 

Ihurchill, 1947. 363 p. 

Haig K. M. Brave harvest; the life and story of 
Cora Hind, 
kllen, 1945. 275 p. 

I Harr: s, E H. R. Clinical practice in infectious 
diseases for students, practitioners and medical 
officers; 3d ed. 

Livingstone, 1947. 679 p. 

Harr , D. T. Experimental physiology for medi- 
t h students; 4th ed. 

Churchill, 1947. 299 p. 

Harr: on, G. A. Chemical methods in clinical 
medicine; 3d ed. 

Khurchill, 1947. 630 p. 

Hathaway, W. (Phillips) Education and health of 
the partially seeing child; rev. ed. 

Published for the National Society for the pre¬ 
vention of blindness, by Columbia University 
Pu ss, 1947. 216 p. 




Harvard University. Fatigue laboratory. Labora¬ 
tory manual of field methods for biochemical 
assessment of metabolic and nutritional condi¬ 
tion. 

The Laboratory, 1945. 132 p. 

Hill, J. M. The Rh factor in the clinic and the 
laboratory. (Blood; the Journal of Hematology. 
Special issue No. 2). 

Grune and Stratton, 1948. 192 p. 

Himsworth, H. P. Lectures on the liver and its 
diseases (comprising the Lowell lectures de¬ 
livered at Boston, March, 1947). 

Blackwell Scientific Publications, 1947. 204 p. 
Holzer, Wolfgang. RKG Rheocardiography; a 
method of circulation’s investigation and diag¬ 
nosis in circular motion. 

Maudrich, 1946. 43 p. 

Howell, W. H. Textbook of physiology; 15th ed. 

Saunders, 1947. 1304 p. 

Jackson, J. H. Selected writings. 

Hodder and Stoughton, 1931-32. 2 v. 

Jamieson, E. B. Illustrations of regional anatomy; 
7th ed. 

Livingstone, 1947. 320 p. 

Jeans, P. C. Infant nutrition; 4th ed. 

Mosby, 1947. 516 p. 

Jones, F. W. Principles of anatomy as seen in the 
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MILD HYPNOTIC ACTION 
WIDE SAFETY MARGIN 
RAPID PROLONGED ACTION 
PLEASANT AWAKENING 


HOW SUPPLIED 

tablets of /1/2 9 r - (0. / Gm.) 
suppositories of % gr. (0.5 Gm.) for children 
suppositories of 3 gr. (0.2 Gm.) for adults 
ELIXIR at 3 gr. (0.2 Gm.) of the sodium 
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